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When in the course of previous investigations we began 
recording the weight of the organs of rats, we found, 
unexpectedly, that not only the weights of the endocrines 
but those of other important organs (liver, kidneys, and 
heart) are also influenced by sex hormones. The object 
of this paper is to explain the nature of the changes in the 
weights of the kidneys and thus to show whether any of 
the sex hormones are physiologically stimulating nephro- 
trophic factors, and, if so, which; and which of them 
produce harmful pathological effects. 


Historical 


EFFECT OF CASTRATION AND MALE HORMONES 

The first observations on kidneys were made during 
experiments of comparatively short duration (twenty-one 
days), when it was found that purified extracts of male 
sex hormones from urine increased the weight of the 
kidneys (both actual and per unit of body weight) in 
normal and castrated rats (Korenchevsky, Dennison, and 
Kohn-Speyer, 1933a, 1933b). On the other hand it was 
found that castration was followed by a decrease in the 
weight of these organs (Korenchevsky and Dennison, 
1934a, 1935a). 

These conclusions (decrease after castration and en- 
largement after injections of male hormones) were con- 
firmed repeatedly in subsequent publications on the effect 
of different pure crystalline compounds: for androsterone 
and androstanediol in male and female gonadectomized 
rats (Korenchevsky, Dennison, and Levy Simpson, 1935 ; 
Korenchevsky, Hall, and Ross, 1939 ; Korenchevsky, Hall, 
and Burbank, 1939); for testosterone propionate and 
dipropionate in gonadectomized and normal males and 
females (Korenchevsky, Dennison, and Eldridge, 1937b ; 
Korenchevsky, Dennison, and Hall, 1937a, 1937b; 
Korenchevsky, Hall, Burbank, and Ross, 1939; Koren- 
chevsky, Hall, and Ross, 1939; Korenchevsky and Hall, 
1939 ; Korenchevsky, Hall, and Burbank, 1939). 


Pure testosterone had a pronounced effect only in some 


experiments on gonadectomized males, but not, with the 





* Dr. Korenchevsky desires to express to the University of Oxford, 
to Professor E. §. Goodrich, and to Professor J. A. Gunn his own 
and the Lister Institute’s gratitude for the kind hospitality extended 
to him and his co-workers in the Department of Zoology and 
Comparative Anatomy and the Nuffield Institute for Medical 
Research. 


doses used, in gonadectomized females or in normal ani- 
mals of either sex (Korenchevsky, Dennison, and Brovsin, 
1936 ; Korenchevsky, Dennison, and Hall, 1937b ; Koren- 
chevsky and Hall, 1939; Korenchevsky, Hall, and Ross, 
1939). 

The weak male hormones, transdehydroandrosterone, 
A '-androstenedione, and A °-androstenediol, apparently 
have no definite hypertrophying effect on the kidneys 
(Korenchevsky and Dennison, 1936; Korenchevsky, Den- 
nison, and Eldridge, 1937a: Korenchevsky, Hall, and 
Ross, 1939; Korenchevsky, Hall, and Burbank, 1939; 
Korenchevsky and Hall, 1939). Nath (1939) found that 
artosterone, a hormone possessing male properties and 
isolated from the Indian fruit Artocarpus integrifolium, 
also increases the weight of the kidneys. 


EFFECT OF OVARIECTOMY AND OESTROGENS 
Although the kidneys of male rats were found to be 
smaller after castration, no definite or constant change 
was found in the actual weights of the kidneys of female 
rats after ovariectomy (see those papers already men- 
tioned in which experiments were made on both sexes). 
Since the body weight of spayed rats is greater than that 
of the controls, the weight of the kidneys per unit of body 
weight is slightly smaller in spayed animals than in con- 
trols. This may suggest some similarity between the 
effects of gonadectomy in both sexes. 

Oestrogenic hormones do not appear to have a constant 
effect on the weights of the kidneys in either sex (Koren- 
chevsky and Dennison, 1934b, 1936; Korenchevsky, Den- 
nison, and Levy Simpson, 1935 ; Korenchevsky, Dennison, 
and Eldridge, 1937b ; Korenchevsky, Hall, and Ross, 1939 ; 
Korenchevsky, Hall, and Burbank, 1939). In some cases, 
however, a considerable enlargement of the kidneys was 
found after injections of oestradiol esters (Korenchevsky, 
Hall, and Burbank, 1939). 

As injections of oestrogens, however, usually result in 
arrested growth and therefore decreased body weight, a 
negative effect when present occurred only in the actual 
weights of the kidneys ; the weights per unit of body weight 
were usually definitely, often considerably, increased (for 
details see Korenchevsky, Hall, and Ross, 1939, p. 219). 
It appears that these changes in the weights of the 
kidneys might suggest that the effect of oestrogens is 
of a similar character to that of the male hormones. The 
4137 
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fact that the weights per unit of body weight decrease 
after ovariectomy appears to emphasize this similarity. 
Histological investigation, however (see later), seems to 
contradict this suggestion. 


SIMULTANEOUS INJECTIONS OF MALE AND FEMALE HORMONES 

Since both male and female hormones are normally 
present in the organism of either sex, it is important to 
know what are the effects of simultaneous injections of 
these hormones. It bas been shown in the papers men- 
tioned above that when injected simultaneously with oestro- 
gens the male hormones (androsterone, androstanediol, 
testosterone, and especially its esters, propionate and 
dipropionate) still exercise their hypertrophying effect on 
the kidneys. The weights of these organs are, in fact, 
increased to or towards the level produced by male hor- 
mones alone, and in some cases even above it. The same 
fact was previously found for purified extracts of male 
hormones from urine simultaneously injected with 


oestrone (Korenchevsky and Dennison, 1936). 


Present Investigation 


The total number of normal rats investigated was 148, 
of which seventy males and twelve females were kept as 
controls, and thirty-one males and thirty-five females were 
injected with sex hormones. The total number of gonad- 
ectomized rats was 418, of which fifty-nine males and 
twenty-one females were controls ; 142 males and thirty- 
nine females were injected with male hormones (andro- 
sterone, androstanediol, transdehydroandrosterone, A’*- 
androstenedione, testosterone and its propionate and 
dipropionate esters) ; twenty males and thirty-four females 
were injected with oestrone, oestradiol, or esters of the 
latter (dipropionate and 3-benzoate-17-n-butyrate) ; and 
forty-eight males and fifty-five females were injected simul- 
taneously with both male and female hormones. 


Technique 


The experiments were carried out on 178 rats for twenty- 
one days and on the remaining 388 rats for two to three 
and three-quarter months. The majority of the rats were 
from experiments described in the papers mentioned above, 
the others are from similar unpublished experiments. 
Details of the technique have been given in previous 
papers. The usual microscopical investigation was made 
of stained sections, the stains used being haematoxylin and 
eosin, and, when necessary, Masson’s trichromic stain and 
sharlach-red. 

In addition, the proximal convoluted tubules were 
measured, as described below, in ninety-two males (of 
which seventy-one are included in Table I) and 125 
females (Table II), and these rats were injected for 
two to three and three-quarter months. The groups of 
rats injected with transdehydroandrosterone and pure tes- 
tosterone, alone or with oestradiol, were not included 
in Table I as they showed no definite change in the size 
of the tubules. All the groups, however, were included in 
Table II in order to show the accuracy of the method 
in cases in which no effect was found on tubules. The 
hormones were dissolved in sesame oil and were injected 
subcutaneously. Only transverse sections of the proximal 
convoluted tubules were outlined with the help of a 
camera lucida on a special paper (magnification x 360). 
The tracings were then cut out, and the paper replicas thus 
obtained were weighed before and after cutting away the 
lumen of the tubules. In the tables only the last figures 
are given—that is, with the cross-section of the lumen cut 


out. 


Sixty sections of tubules were drawn and weighej 
from every kidney, and the average of these figures repre. 


sented the measurement of the tubules for that kidney, 


Effect of Gonadectomy 


In agreement with the absence of any definite change jp 
weight of kidneys no significant change in the size of the 
tubules, either by weight or histologically, was found jp 
ovariectomized rats (Table II, compare Groups 5 and }) 
In castrated rats the measurements showed a definite 
decrease in the size of the convoluted tubules (Table |, 
Thus the definite decrease jp 
the size of the kidneys after castration can be explained 
by a slight atrophy of the tubular secretory apparatus jp 
these organs. 


compare Groups 3 and 1). 


TaBLeE 1.—Effect of Sex Hormones on Actual Weights of 
Kidneys and their Proximal Convoluted Tubules of Male 
Rats, Normal and Castrated 





es 








Average Weight of 
ren . : No. of Paper 
Group by eta aca Rats in | Kidneys | Replicas 
a Group | (grammes) jof Tubules 
(mg.) 
Normal Rats 
1 Normal controls 16 2.49 8.1 
2 | Testosterone P. 0.75-7.5 , 6 297 8.0 
Castrated Rats 
3 Castrated controls. . 13 1.90 6.5 
4 Androsterone 7.5 or testo- 19 25t 8.1 
sterone P. or D. 0.75-7.5 
5 = D. or BB. 0.018- 7 1.88 6.3 
0.0' 
6 Androsterone 7.5 or testo- 10 2.59 8.3 
sterone P. or D. 0.75- 
7.5 + oestradiol D. or 
BB. 0.018-0.09 














Average 
Body 
Weight 
of Rats 
(gramme) 


——eee 


445 
404 


387° 
367 
243 
301 








P.=Propionate. 


D.=Dipropionate. 


BB. = 3-benzoate-17-n-butyrate. 


TABLE I].—Effect of Sex Hormones on Actual Weights of 


Kidneys and 


Female Rats, Normal and Ovariectomized 


their Proximal Convoluted Tubules of 





Average Weight of 








No. of Average 
Group Weekly Dose (mg.) of Rots in Paper Body 
Hormones Injected Gens Kidneys | Replicas | Weight 
P (grammes) |of Tubules| of Rats 
(mg.) |(grammes) 
Normal Rats 
1 Normal controls 10 1.65 6.7 250 
2 Testosterone P. 0.75-7.5 .. 3 2.41 9.0 260 
3 Oestradiol BB. 0.09 4 1.79 6.3 225 
4 | Testosterone P. 7.5 + oest- 10 2.34 ss | 216 
radiol BB. 0.09 
Ovariectomized Rats 
$S | Ovariectomized controls .. 18 1.55 6.4 300 
6 Oestradiol D. 0.09-0.2 13 1.54 6.5 197 
7 Oestradiol BB. 0.09 12 1.93 6.5 285 
8 Androsterone 7.5 .. 3 2.20 7.9 352 
9 Androsterone 7.5 + oest- 12 2:22 7.1 272 
radiol D. or BB. 0.018-0.9 
10 Dehydroandrosterone 7.5.. 4 1.64 6.5 308 
11 Dehydroandrosterone 7.5 +- 4 1.70 ' 7.0 225 
oestradiol D. 0.09 
12 Testosterone P. 0.75 7 2.08 7.1 314 
13 Testosterone P. 0.75 + pro- 11 1.86 a2 211 
gesterone 4.5 + oestradiol 
D. 0. 
14 Testosterone P. 7.5 8 2.49 7.6 277 
15 | Testosterone P. 7.5 + oest- 6 272 8.6 284 


radio] BB. 0.09 

















—_—$<$<$—$—$—— 





P.=Propionate. D.=Dipropionate. BB.=3-benzoate-17-n-butyrate. 
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Effect of Male Hormones 


With the doses used the effect was similar in character, 
but not in degree, in both sexes. It was clearly nephro- 
trophic—that is, stimulating the development of the 
kidneys. In most cases the hormones restored the weight 
of the kidneys and size of the tubules to normal in males 
(Table I, compare Group 4 with Groups 1 and 3), but in 
females the same doses produced supernormal hypertrophy 
(Table Il, compare Groups 2, 8, 12, and 14 with the con- 
trol groups 1 and 5). Correspondingly, in normal males 
the effect, if any, on the kidneys was very small (Table 
I, Group 2), while in normal females it was very pro- 
nounced (Table II, Group 2). The increase in the size of 
the tubules was due chiefly to hypertrophy of the cells, 
very seldom to their hyperplasia. The lumen of the 
tubules also was often increased, as the weighing of the 
paper replicas has shown. 

No other definite or constant changes, in particular 
pathological ones, were found in the kidneys of either sex, 
except in normal (not gonadectomized) females injected 
for about four months with testosterone propionate. In 
these rats slight changes, similar in character to those 
obtained after oestradiol injections (see below), were 
observed. No hypertrophic changes were found after 
injections of transdehydroandrosterone and pure unesteri- 
fied testosterone, although in some experiments with the 
latter hormone the kidneys were larger than in the 
controls. 


Effect of Oestrogens 


The kidneys of rats injected with pure oestrone or oest- 
radiol for the comparatively short period of twenty-one 
days were investigated microscopically, but the tubules 
were not measured. The slight degenerative changes found 
occurred in a few minute areas of the tubule walls in some 
rats only. 

When oestradiol esters were injected for prolonged 
periods (Table I, Group 5; Table II, Groups 3, 6, and 7) 
there were usually no significant or constant changes in 
the weight of the kidneys. In a few experiments a slight 
increase was apparent. No change in the size of the 
tubules was noticed, but pronounced degeneration ap- 
peared in the tubules in the boundary between the cortex 
and the medulla. It is a striking fact that, whereas very 
pronounced changes occurred in this zone, no changes of 
similar character or extent were found in the cortex or 
lower part of the medulla. The changes consisted in 
extreme dilatation and distortion of the tubules, with 
atrophy of the cells lining the tubules and usually hyaline 
degeneration, often followed by the disruption of the 
extremely atrophic tubular walls. The tubules, through 
the ruptures, become connected with the peritubular spaces 
in the connective tissue. These spaces were also distended, 
seemingly by the same secretion; they were often 
numerous and irregular in shape, appearing as coalescent 
cysts. In some cases, due to a complete atrophy of the 
cells lining the affected tubules, it was difficult to decide 
where the primary distension started—in the tubules or in 
the peritubular spaces. The structures were very similar 
to the cysts described by Letulle (1931) in human kidneys 
affected by Bright’s disease. 

Oliver (1939) in his excellent monograph insists that 
without the microdissection of macerated kidneys it is 
difficult to diagnose with certainty the formation of 
Numerous small cysts, for which cross-sections of very 
dilated but continuous tubules might be mistaken. These 
cysts often occur in Bright’s disease, and are formed by 


the disruption of the tubules and distension of severed 
portions. 


In the kidneys of our “ oestradiol” rats there occurred 
structures which, with Oliver’s warning in mind, we can 
only with reservations describe as numerous minute cysts. 
Presumably in the living organ these cysts or dilated 
tubules were filled with urine, but in our sections they 
were empty, or contained granular debris of cells or of 
condensed albumin, or more often hyaline with clearly 
marked lamination of its substance. Solid hyaline without 
lamination was found in only a few of the most dilated 
tubules. Pronounced hyperaemia and in some cases peri- 
tubular oedema were other features of the affected areas 
in these kidneys. 

In some kidneys the greater part of this boundary area 
was degenerated in this way, the cortical tubules appear- 
ing to be normal, the only definite change consisting in an 
increase in the size of the Malpighian glomeruli, indicating 
a hyperaemic condition of these structures corresponding 
to the hyperaemia in the affected boundary layer of the 
kidney. With the largest dose used—0.2 mg. a week—these 
enlarged glomeruli were not noticed. Since all kinds of 
tubules are present in the boundary area of the kidneys, 
the identification of the affected tubules is difficult because 
of their extreme atrophy and degeneration. Topographic 
distribution of the tubules in this area, however, suggests 
that probably Henle’s loops were affected and the convo- 
luted tubules were partly affected. 

Oliver (1939) has made a similar observation in the 
kidneys in Bright’s disease, in which the affected area was 
the same boundary layer of the medulla, with cystic 
changes in the “ convoluted and straight tubules.” 


All these structural changes in the kidneys after pro- 
longed oestrogen administration, together with the absence 
of any increase in the size of the non-degenerated tubules 
even when the kidneys themselves were enlarged (Table 
Il, Group 7), indicate that oestrogens have a toxic, not 
nephrotrophic, effect on these organs. 


The enlargement of some of the “ oestradiol” kidneys 
was probably due chiefly to hyperaemia, in some cases 
accompanied by oedema of the affected areas. True 
hypertrophy of the kidney, such as was produced by male 
hormones, was never found after the administration of 
oestrogens in our experiments. Perhaps the selective 
changes in Henle’s loops are connected with the condensa- 
tion of urine (and probably of oestrogens in the urine) 
occurring in these tubules. 


‘ 


Effect of Simultaneous Injections of Male Hormones 
and Oestrogens, or with Progesterone 


When male and female sex hormones were injected 
simultaneously the hypertrophying effect of the male hor- 
mones on the kidneys remained about the same, as judged 
by weight of kidneys and size of tubules (Table I, Groups 
4 and 6; Table II, Groups 12 and 13). However, in 
females (Table II) the fact that the tubules were smaller 
in Groups 4 and 9 than if Groups 2 and 8, respectively, 
may indicate that the increase in weight of the kidneys 
after these simultaneous injections is partly due to hyper- 
aemia produced by the oestradiol, and is not entirely due 
to hypertrophy of the organ caused by male hormones. 

This is corroborated by histological investigation. The 
pathological effects of oestradiol (dilatation of the tubules 
and of the peritubular spaces, the formation of small 
cysts, and hyperaemia) were prevented or decreased by 
the neutralizing effect of androsterone and testosterone 
esters in some rats only ; in other rats they were as well 
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developed as in animals injected with oestradiol esters 
alone. This was the case even in groups in which the 
tubules were very large for ovariectomized rats. However, 
it must be noted that in Group 15 the combined injections 
were followed by increased hypertrophy of the tubules 
(Table II) and of their cells. No special protective effect 
was noticed in Group 13, in which progesterone was 
injected in addition to the esters of testosterone and 
oestradiol. 


Statistical Analysis of Results Obtained 


We are much indebted to E. C. R. Reeve of the Depart- 
ment of Zoology and Comparative Anatomy, University 
of Oxford, for the following statistical analysis of the 
results. He writes: 


“The data given in Tables I and II were analysed by 
Fisher's test for comparing the means of small samples 
(Fisher, 1932, sect. 24, 1). In spite of the small numbers in 
some groups, the differences stated below to be significant 
would have occurred in random sampling in less than one 
case out of a thousand, with one exception (the difference in 
tubules size between Group 12 and ovariectomized controls of 
Table II, where the probability is a little greater than one in a 
thousand). In Table | castrated controls are significantly less 
than normal controls, and Groups 4 and 6 are significantly 
greater than castrated controls, in both kidney weight and 
tubules size. In Table II significant changes in kidney weight 
and tubules size were found after injection of androsterone 
and esters of testosterone alone or together with oestradiol 
esters. Injection of oestradiol benzoate butyrate produced a 
significant change in kidney weight alone (Table Il, 
Group 7).” 


Possible Clinical Application of the Nephrotrophic 
Properties of Male Hormones 


The development and function of every organ in the 
body are influenced by different chemical factors operating 
in the organism. From this point of view the results 
obtained in these experiments strongly suggest that both 
male and female hormones must be considered as impor- 
tant, perhaps very important, agents in the physiology 
and pathology of the kidneys. In diseases of these organs 
a vicious circle easily develops, since pathological kidneys 
fail to eliminate poisonous metabolic and other products. 
The accumulation of toxic substances in turn. increases 
the pathological changes in the kidneys. It is obvious that 
a physiological stimulus might, at least partially, break 
this vicious circle, and therefore become of considerable 
therapeutic value. 

For therapeutic application androsterone rather than 
testosterone esters is advised, on the following grounds: 
(1) androsterone appears to possess nephrotrophic_ proper- 
ties of about the same degree as testosterone esters, but 
(2) its sex effect is definitely weaker than that of testo- 
sterone compounds. As it is dangerous and in any case 
most undesirable to stimulate the sex function in patients 
suffering from such severe diseases as those of the kidneys, 
androsterone appears to have an obvious advantage over 
testosterone for male patientse (3) Androsterone might 
be tested even on female patients suffering from suitable 
kidney diseases, since it is physiologically present in the 
female organism (Callow and Callow, 1938), and at the 
same time its effect on the female sex organs is com- 
paratively weak (Korenchevsky, 1939). 

Unlike the male hormones oestrogens in certain doses 
have a toxic effect on the kidneys, and therefore their 
application to patients with kidney diseases is undesirable, 
and if given in large doses or for prolonged periods might 
even become dangerous. 


ns 


Summary 


Gonadectomy in males, but not in females, produces smal] 
‘castration ~ kidneys. 

In both normal and gonadectomized female rats and cas. 
trated males the male hormones (androsterone and esters of 
testosterone) produced true hypertrophy of the kidneys and 
could therefore be defined as nephrotrophic hormones, 


Except for slight pathological changes produced in the 
kidneys of normal females by large doses, the action of testo- 
sterone esters on these organs appears to have no harmful 
but a definitely beneficial effect. 


On the other hand, oestrogens in certain doses easily pro- 
duced peculiar cyst-like degenerative changes in the kidneys, 
mostly confined to the boundary layer of the cortex and 
medulla. 


So far as it is permissible from experimental results on rats 
to advise the therapeutic application of sex hormones to 
human patients, it is suggestedthat androsterone, Possessing 
weak sex and strong nephrotrophic properties, should be 
clinically tested in suitable kidney diseases in males where 
physiological stimulation of these organs is required. 


As androsterone has only a weak action on the female sex 
organs and occurs normally in the female organism, this 
hormone might also be cautiously tested in suitable kidney 
diseases of women. 


In women suffering from these diseases, however, the appli- 
cation of oestrogens, especially in large doses or for prolonged 
periods, would probably increase the pathological changes in 
the kidneys. 


‘ 


Grants from the Medical Research Council, the Lister Insti- 
tute, and the Ella Sachs Plotz Foundation have enabled us to 
carry out this work, and to them our thanks are due. We 
wish to express our gratitude to Messrs. Organon, Ltd., for the 
supply of progesterone, and to Messrs. Ciba, Ltd., in particu- 
lar to Dr. K. Miescher, for all the other hormones. 
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At the annual luncheon of the Incorporated Society of 
Chiropodists on April 13, the president, Mr. J. H. Hanby, 
said that it was with concern that they had heard of men 
being taken from the ranks in the Army and trained as 
so-called chiropodists in the short period of six weeks. The 
Royal Colleges and the British Medical Association considered 
that two years was the minimum time required to attain the 
necessary educational and ethical standard of a, medical 
auxiliary profession. The admission of people with- wholly 
insufficient training meant the deterioration of the standards 
for which they had fought so hard during the last twenty- 
five years. Mr. Hugh Lett said that from being not much 
more than an ill-regulated business twenty-seven years ago 
the society was now, thanks to its own efforts, a profession, 
with schools and regulated curriculum. He hoped that 
generous support would come from medical men and the 
public for a profession which deserved so much credit. 
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THE LIFE AND WORK OF MOYNIHAN* 


BY 


ERNEST W. HEY GROVES, M.S., F.R.C.S. 
Emeritus Professor of Surgery, Bristol University 
(Concluded from April 13, p. 606) 

“Your calling should exact the utmost that man can 
give, full Knowledge, exquisite judgment and skill in the 
highest . . . but such virtue is not reached or maintained 
except by a life’s labour, a life’s single-minded devotion. 
Jts reward is not only the knowledge of mastery and the 
gratitude of the layman, which may or may not bring 
content. Its true reward is the dearly prized because 
unpurchasable acknowledgment of one’s fellow craftsmen.” 

—KIPLING. 


The War of 1914-18 


The period of the war seems so recent that its events are 
within the memory of most of us, and I therefore propose 
to touch only on those contacts Moynihan had with it 
which notably concerned his influence on the world of 
surgery. 

He gained his insight into front-line conditions by acting 
as consultant in France from December, 1914, to March, 
1915, with his headquarters at Rouen. The chief result 
of this insight was to make him dissatisfied with the stan- 
dard of operative treatment, and he lost no time in setting 
to work to improve this. It was fortunate that he found 
in Sir Alfred Keogh, the Director-General of the Army 
Medical Services, a kindred spirit, so that in the spring of 
1915 he was made Chairman of the Medical Advisory 
Board, and in that capacity until the end of the war he 
was able to do much to improve the surgical organization. 
A most notable instance of this was his recognition of the 
outstanding personality and ability of Robert Jones, to- 
gether with the fundamental importance of orthopaedic 
surgery to the fighting services and to the nation. Special 
hospitals were set aside both in France and in the United 
Kingdom for the treatment of injuries of the bones and 
joints under the supervision of Robert Jones. There 
was great Opposition to this at the time by both Army 
officials and general surgeons, and it needed the powerful 
inflience of a surgical leader like Moynihan, working 
through a sympathetic Director-General, to overcome it. 
Jones was ably supported in Scotland by Stiles of Edin- 
burgh, and it is due to the work and influence of this 
triumvirate—Moynihan, Jones, and Stiles—that modern 
orthopaedic surgery began to take its rightful place in this 
country. 

Another great part Moynihan played in the war was in 
securing the co-operation of our American colleagues. 
Both he and Jones had already gained numbers of friends 
and admirers in the States, and long before the formal 
alliance with America this helped to bring many medical 
men over to France and the United Kingdom to work in 
the Allied hospitals. But in 1917 he was called upon to 
play a more direct and important part in the enlistment 
of America on the side of the Allies. He was invited to 
go to America to speak about the justice of our cause and 
also about the surgery of the war. In this mission he was 
occupied a month. He gave many addresses to crowded 
audiences of two and three thousand doctors and _ their 
friends in Chicago, New York, Washington, and Phila- 
delphia. He was received by President Wilson and he 
spoke at a special meeting of the Cabinet. His surgical 
addresses were concerned chiefly with general problems 
* The first Moynihan Lecture, delivered at the Royal College of 
Surgeons on April 11, 1940. 





of gunshot wounds and surgical technique, and especially 
with chest surgery, in the’ development of which he had 
himself played a prominent part. His patriotic speeches 
gave him full scope for that swaying of men’s minds and 
emotions which is the joy of the born orator. Some of 
his more striking phrases may be quoted in illustration 
because they have so much significance in the world’s 
catastrophe of to-day. In his Fellowship address before 
the American College of Surgeons he said: 


“No one can doubt who reads history with an unbiased 
mind that Prussia has increased often, if not always, at the 
expense of other States, by acts of sudden and unprovoked 
aggression. War is the national industry of Prussia; it is a 
means of acquiring wealth. It is by her military successes 
that she has enlarged her borders, added to her own infertile 
lands, solidified her gains, and been able to prepare for a 
still further attack upon her next chosen victim. No State in 
history can compare with Prussia in its exploitation of the 
doctrine of plunder; the doctrine of taking because it has 
the power, and of keeping because it has the strength to do 
Me ex 4 

“But anyone who has given thought to the matter must 
agree that, whatever else this ghastly conflict is, it is in simple 
truth not a clash of merely material interests. This is a 
moral war. It is a holy war if ever there was one. It is 
deep down a war between conflicting and discordant and 
unconformable moral systems. It is a war, therefore, in which 
a real peace cannot come by compromise; for you cannot 
come to any terms but one with that which you feel to be a 
principle of evil, with that which you feel with your innermost 
soul to be the deadliest enemy of mankind, and the most 
menacing blight with which civilization has ever been 
threatened. What, then, are the issues at stake? The prin- 
ciple ground into the very fibre of the German peoples, 
accepted by them, gloried in by them, worshipped by them, 
inspiring them, is the principle of tyranny. What exactly 1s 
meant by that? It implies a complete surrender of individual 
rights and liberties and an unquestioning submission of them 
to a power exercised exclusively from without... tyranny, 
that is to say, is the power exercised by an irresponsible auto- 
cracy ; it is the supremacy of the State carried to its ultimate 
expressions ; and it is by implication an attribute of every 
individual in the State. 

“Over against this what have we set up on our side as 
our standard? What is the principle by which we are sus- 
tained ; whence do we derive our soul’s refreshment? It is 
hard to find a precise word, but none fits so well as * liberty.’ 
And by liberty we mean here the inalienable and indestruc- 
tible right of every human being to express himself, to be 
himself, to develop from within. . . . The laws which govern 
and control him are laws which he himself has helped to 
make and to which he and others like him willingly conform, 
not so much because the laws are good, but because they 
are laws which he and those who have gone before him have 
in freedom imposed upon themselves. This is democracy. 
To us, as surgeons practising a scientific profession, the con- 
flict between these irreconcilable principles is of deep signifi- 
cance ... tyranny is not a force to set ideas in motion. 
Under a system of tyranny intellectual salvation can only 
come from revolt. How else can we account for the eternal 
freshness of the Jewish mind and for the splendid achieve- 
ments of that race which, tyrannized by every Power, has kept 
its own religion and lived its own intellectual life, not by 
submission but by resistance to those who held its men in 
bondage.” 

One who had heard Sir Berkeley speaking says: “* Men 
whose opinions count for much in this country have told 
me that in these short weeks Sir Berkeley has done more 
to open the drowsy eyes of the public to what is required 
of us than anyone else so far. Sir Berkeley spoke in 
that golden voice of his for a full hour, and at the end 
they wanted more. He had simply held everyone tense 
with interest.” 
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He felt every word he said, and of him it was true to 
say, “ The heart must glow before the tongue can gild.” 
(W. R. Algar.) 

Yet one more instance of his power of effective im- 
promptu speech. It was after he had been given a big 
dinner in Washington. He was asked all at once to pro- 
pose the health of the President, and on the spur of the 
moment said, “I rise to propose the health of one who is 
prudent in counsel, wise in action, eloquent in speech ; a 
man among kings, a king among men—the President of 
the United States of America.” 


The Years of Peace and Prosperity 


The years that followed the war were happy and busy 
periods in his life. He reaped a rich and well-deserved 
harvest from what he had sown ; he had proved himself a 
master of his art, a convincing and eloquent speaker, and 
above all a leader of men. Patients came from all over 
the world to consult him and to be treated by him, and he 
acquired a surgical practice which brought him fame and 
fortune and numberless grateful patients from every walk 
of life. This period, too, was one in which many honours 
were showered upon him, the most notable of which were 
the K.C.M.G. (1918), the Presidency of the Royal College 
of Surgeons (1925), and a Peerage in 1929, and all this 
time he continued to write articles for the English and 
American Press. His total number of papers was 217; 
there were besides fourteen books, fourteen articles which 
he wrote conjointly with other surgeons, and three books 
which he wrote conjointly with others. All of the papers 
were published in English and American journals with the 
exception of two in Spanish published in Buenos Aires, 
one in German, three in French, one in Hungarian, and 
one in Italian. 


He continued to visit America, the most notable occa- 
sion being that on which, with Sir William Taylor and 
Mr. Albert Carless, he presented a copy of the great mace 
of the English College of Surgeons to the American 
College of Surgeons. This was made on behalf of the 
consulting surgeons of the United Kingdom in the great 
war. In doing so he said: 


“In the great war America and the Empire mingled their 
blood upon the same stricken field. The hope then grew 
strong in many hearts that a new understanding born of com- 
radeship of battle, fiercely tested in the furnace of affliction 
and sealed in death, would redeem the ancient blunders, blot 
out the bitter memories of wrong, and lead at last to a 
supreme and permanent reconciliation; for we seemed then 
to realize that deep down in the hearts, enthroned in the 
conscience of the two peoples, there was the same full eager 
devotion to eternal principle, love of justice, joy in liberty, 
hatred of oppression; the same unselfish determination to 
strive for the redemption of mankind and to establish anew 
the freedom of the world. On the fields of Flanders and of 
France, as in the cabin of the Mayflower, humanity recovered 
its rights.” 


On the same occasion he delivered the first Murphy 
Oration, from which I can quote only a few sentences: 


“The honour of the profession is the cumulative honour of 
all who in days gone by and in our own time have worked 
and honestly laboured in it. In every generation there are a 
chosen happy few who shed a special lustre on it by their 
character, their scientific attainments, or the great glory of 
their record of service to their fellow-men. In our genera- 
tion Murphy was one who by his full devotion, his complete 
surrender to its ideals, and by his loyal, earnest, and unceasing 
work added distinction to our profession, which in return 
showered upon him the rewards with which no other can 





a 
compare—the approbation of his fellow workers and the 
friendship and trust of the best among his contemporaries in 
every country.” 


The Association of Surgeons 


“A great man is one who affects the mind of his 
generation.”°—DISRAELI. 

Directly the war was over Moynihan picked up the 
threads, which had been temporarily dropped, of the Plan 
for founding an Association of Surgeons. The idea had 
probably germinated in his very first visit to America, | 
had been discussed in the early days of the British Journgl 
of Surgery, and the first steps had been taken to unite 
the surgeons of London and the provincial cities in this 
common enterprise. Moynihan was able to persuade Sir 
Rickman Godlee, who was then the President of the Royal 
College of Surgeons, to call an inaugural meeting. This 
took the form of a dinner to twelve people, including 
Watson Cheyne, Pearce Gould, Makins, and other London 
surgeons, and Moynihan and myself from the provinces, 
After dinner Moynihan addressed the small company in 
the drawing-room, and although the elder men were 
politely sceptical it was decided to draw up the draft ofa 
constitution, which Moynihan and I undertook to do, 
The matter was again taken up after the end of the war, 
The Association was founded and the first meeting held 
in London in 1920 under the presidency of Sir John 
Bland-Sutton. 

The membership of the Association is sufficiently large 
to include practically all the active surgeons and a number 
of assistant surgeons of all the teaching hospitals in Great 
Britain and Ireland. The meetings have been held every 
year for the last nineteen years—in London every third 
year, and in a Scottish, Irish, or provincial city in the 
intermediate ones. These meetings have invariably been 
crowded and enthusiastic, and have brought men together 
in comradeship and for the advancement of surgery as 
nothing else could have done. The Association has also 
been able to endow the “ Moynihan Travelling Scholar 
ship” each year. 

It was not until 1922 that the Association met at Leeds 
with Moynihan as its president. He presented a beautiful 
chain and badge of office, on each link of which appears 
the name of the president of the year. This is placed on 
the neck of the incoming president by his predecessor each 
year, with the words first indited by Moynihan himself: 
“I place upon your shoulders the badge of honour, the 
emblem of leadership, the reward of service, a_ tribute 
from your colleagues *“—one of those happy phrases which 
were so characteristic of him. 

His presidency of the Royal College of Surgeons, three 
years as Sir Berkeley (1926 to 1928) and three years 4 
Lord Moynihan (1929 to 1931), was the natural and fitting 
culmination of his professional career. Only once before 
had the presidency been held by a provincial surgeot. 
This was by Mr. Joseph Hodgson of Birmingham, who 
held the chair for one year in 1864. He, however, had 
left Birmingham and settled in London before this. [0 
another respect Moynihan by his long term of office 
created a new precedent. In former years the holder 
of the office for the longest period was Sir William 
MacCormac, who occupied it for five years. 

The events in the College during Moynihan’s presidency 
are of such recent date that they are within the know 
ledge of most of us. Two, however, are of outstanding 
importance: one of these was the decision to hold the 
Primary Fellowship Examination. in Australasia, India, 
and Egypt; the other was the great stimulus. given 0 
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scientific research by the munificent gift of Sir Buckston 
Browne, which enabled the College to purchase, equip, 
and endow the Research Farm at Down in Kent. 


Three other events should be recorded. One was the 
painting of the portrait of the Council of the College 
nearly fifty years after that famous picture which had 
been painted in 1884 and which is famous for containing 
the portraits of Lister, Savory, Paget, Spencer Wells, and 
Jonathan Hutchinson among other notables. Another 
was the dinner which Moynihan gave to his colleagues 
and their wives on the terrace of the Houses of Parlia- 
ment after he had been raised to the Peerage. The third 
event was when, in 1927, he delivered the Hunterian Ora- 
tion on the 199th anniversary of Hunter’s birth. This was 
given before a distinguished audience, which included Her 
Royal Highness the Princess Royal. It was on the subject 
of Hunter’s ideals and Lister's practice. This gave full 
scope to the orator to set forth his ideals as derived from 
these two great men. 


His Role in Surgical Progress 


“It remains for me to attempt some appreciation of the 
part which Moynihan played in the development of the 
science and art of surgery. 


He arrived at maturity at a moment in the history of 
surgery when all was ready for a great advance. Anaes- 
thesia and asepsis had robbed surgery of its terrors and 
had made the deliberate investigation of every organ and 
tissue possible during life. Pioneers had not been lacking 
to explore that territory—the abdomen—which Moynihan 
was subsequently to develop, Every viscus in the belly had 
been separately removed in part or in whole; various 
short-circuiting operations had been devised and success- 
fully performed. But the methods and habits of the old 
surgery which had dominated the practice of the nineteenth 
century still held sway in the early part of the twentieth. 
They were especially those of speed and spectacular brilli- 
ance of execution. The progress of surgery in which 
Moynihan took such a prominent part in our present 
generation consisted in refinement rather than invention. 
The startling surgery done against time was gradually 
replaced by careful dissection carried out with gentleness, 
treating every tissue as a part of a sentient organism 
deprived only temporarily of consciousness, and this new 
attitude to operative surgery was accompanied by other 
changes before, during, and after the operation itself. 
Before the operation was begun the patient’s vital resources 
were estimated and his reserve of strength conserved or 
increased. In Moynihan’s words, “ The patient was made 
safe for surgery.” 

During the operation done so deliberately the changes 
observed in the tissues were noted and recorded. These 
Observations, correlated to the history and symptoms of 
the illness, constituted “the pathology of the living.” 
When the operation was over the recovery of health and 
well-being was assured by vigilant observation and un- 
ceasing care of the wound and of every physical need of 
the patient. Reverting for a moment to the actual conduct 
of the operation, it is to be noted that Moynihan, while 
he trained his hands to the utmost delicacy of touch and 
dexterity of movement, relied as little as possible upon 
instrumental aids. He never used a retractor if a human 
finger or hand would serve the purpose, and he had no use 
for elaborate mechanical self-retaining retractors. 


Moynihan’s practice in relation to short-circuiting opera- 
tions, such as gastro-enterostomy or resection of the 
stomach or intestine, led the general advance which took 





place in regard to these matters. For a time he utilized 
such things as a Murphy button and Mayo Robson's 
decalcified bone bobbin. But he very soon replaced the 
use of such mechanical aids by simple suturing. It is 
instructive to note how in .this respect surgical advance 
has consisted in simplification rather than elaboration. 


In the establishment of this new surgical technique, with 
its careful preparation of the patient, extreme gentleness 
and delicacy of touch in the performance of the operation, 
and detailed after-treatment, Moynihan was not. of course 
the inventor, but only the exponent of a new outlook 
which many other workers shared. In the introduction of 
these new principles he had, however, an_ unrivalled 
influence. This was for several reasons. In the first 
place he had trained himself and his teams to the attain- 
ment of perfection of technique; in the second place he 
raised his ideal of surgical practice to such a high level 
that it was to him nothing short of a religion, which 
demanded of its devotees every sacrifice of mind and body 
and promised to them in return the satisfaction of an 
ideal worthily attained ; thirdly, his magnetic and forceful 
personality enabled him to spread this evangel first in his 
own hospital and city, then in the larger circles made by 
the Surgical Club and the Association of Surgeons ; and, 
lastly, his unrivalled gift of oratory enabled him to spread 
his gospel to the men of two continents. 


Moynihan was certainly the favourite of fortune. 
Endowed with physical strength and mental greatness, his 
lot was cast in a northern city well accustomed to the 
nurture of surgical leaders ; he arrived at a moment when 
the whole stage of the world’s surgery was ready for 
advance und development. Brought up to hardship and 
poverty, he was enabled to acquire great fame and fortune. 
Having the gifts of a golden voice and an eloquent 
tongue, he had the opportunity of exercising these for 
the furtherance of his ideals of surgery and patriotism. 
Hating pain and weakness, he was spared all physical ill- 
health, with the exception of one illness which laid him 
aside for a very short time, and he was finally taken to 
rest by a stroke which deprived him of consciousness only 
one week after he had lost his life’s companion. The city 
which had been the scene of his triumphs and which had 
rejoiced in his many honours was at last called upon to 
mourn the passing of a giant. 


“ The legacy of heroes, the memory of a great. name 
and the inheritance of a great example.”-—DIsRAELI. 


. 


According to the report for 1938 of the Director of Public 
Health, United Provinces, the chief epidemiological feature 
of the year was the high incidence of cholera, which was the 
cause of over 70,000 deaths, as compared with 6,000 in 1937. 
Vigorous anti-cholera measures were taken in all the infected 
areas. Scarcity of water and the silting up of wells in some 
areas increased the difficulty of the problem of control. 
Among measures taken were “permanganation”™ of wells, 
disinfection of infected houses, free distribution of essential 
oils mixture and cholera pills, and mass prophylactic inocula- 
tion. To prevent the importation of cholera from the Nepal 
territory special staff were detailed to the border for a period 
of six months, and cases were intercepted and treated on the 
spot. The larger towns did not enjoy the comparative im- 
munity noticeable in previous years, only three escaping 
infection. In almost every town the disease was imported by 
pilgrims returning from the Kumbh Fair at Hardwar. An 
anti-cholera scheme is now-in force in all districts of the 
province. Permanganate of potash, kaolin, essential oils mix- 
ture, and vaccine are issued on a large scale. Over 1,500,000 
inoculations were performed during the year, more than half 
of which were carried out by the travelling dispensaries. 
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THE CLOSED PLASTER METHOD OF 
TREATMENT 


AN ACCOUNT OF ITS USE DURING THE 
SPANISH WAR 


BY 


Colonel J. DDHARCOURT, M.D. 


Formerly Chief Surgical Consultant to the Spanish 
Republican Army 


A. FOLCH, M.D., and A. ORIOL, M.D. 


Professors in the Faculty of Medicine, Barcelona 


The Spanish War of 1936-9 provided a very wide field of 
experience in the treatment of war wounds by the 
occlusive method. Trueta published his first results in the 
treatment of the victims of aerial bombardments, and we 
here record our own results when applying the technique 
to the Republican Army. During the latter period of the 
war we were personally responsible for the treatment of 
7,500 fracture casualties, and followed up a further 17,000 
cases treated in other centres specializing in fractures. 
As a result of our clinical experience the use of the 
closed method was extended to the treatment of injuries 
to soft tissues in cases in which there was much loss of 
substance. Below we describe its application to those 
wounded in battle. 

To make it possible to employ this technique it was 
essential to standardize the methods of those surgeons 
who were dealing chiefly with fractures and to establish 
special centres of treatment so that the same method 
might always be adopted in the various surgical units of 
the Army. The closed method can be applied both at 
an early stage—that is, within six or eight hours of the 
infliction of the wound—and at a later stage, when the 
wound has already begun to granulate. We dealt with 
cases in both stages: the slight variations in technique 
required in each will be described later. 





General Results 


Although the total number of casualties is not avail- 
able, we can quote some statistics in connexion with 
fractures which indicate the importance of this technique 
—a technique which permits a very high degree of con- 
servative treatment. For instance, in the Battle of the 
Ebro a surgical unit dealt with 120 casualties, and in 
only five cases—in which there was very extensive local 
damage—were amputations necessary. At the Vallcarca 
Hospital, Barcelona, out of 5,000 wounded treated by us 
in one year (almost exclusively fracture cases) only 
twenty-six secondary amputations were performed, and 
very few serious complications were encountered. We 
had twenty cases of gas gangrene, twelve of which showed 
vascular lesions. In the course of the year the number 
of deaths among the 5,000 was thirty-seven, fifteen of 
these being due to gas gangrene, seventeen to septicaemia, 
and five to secondary haemorrhage. 


We have not seen any instances of non-union or mal- 
union resulting from a faulty position of the callus of the 
fracture, despite the fact that in a certain number of 
cases of comminuted fracture there were a great many 
broken pieces that had lost all nutrient connexion. The 
few cases of non-union have been in the forearm, when 
we were faced with-_extensive loss of substance due to the 
shattering of the bones. On the other hand we have had 
cases of osteomyelitis connected with fracture. These 








have not been serious, but they were very persistent, |p 
our opinion the use of the closed method of treatment dig 
not have any marked effect, one way or the other, on 
this complication, which is a well-known sequel of gun. 
shot wounds. 


Cases for which the Closed Method is Indicated 


(a) At an Early Stage—The closed method is recom: 
mended for cases in which it has been possible to cleay 
out and excise the whole wound thoroughly within jx 
hours of the time it was received. The more extensive 
the wound the greater the advisability of using the closed 
method. The wasting that follows evaporation and de. 
hydration is in our experience a very serious matter, [f 
the wound has been sutured, either partially or com. 
pletely, it is important before enclosing the limb to make 
sure that there is no tension in any of the wound strata. 
Contused tissues tolerate tension very badly, soon become 
gangrenous, and afford an excellent focus for infection, 
Care must also be taken to ensure that haemorrhage has 
been controlled before the limb is enclosed. Haemato- 
mata, whether visible or concealed in muscular tissue, 
afford an excellent site for the formation of a serious 
anaerobic infection supervening on an aerobic infection 
of littke importance. Early and complete immobilization 
of fracture wounds after thorough excision of the wound 
avoids the risk of secondary haematomata and _ prevents 
the muscles from being damaged by the action of frag- 
ments of bone on the soft tissues. The closed method 
must not be used in the following cases: (1) when there 
is any risk of extensive necrosis, due to-the severity of 
the contusion and inadequate circulation ; (2) when the 
wound is unsuitable for saucerization ; (3) when a vascu- 
lar lesion or the slightest suspicion of the existence of such 
a lesion is present; (4) when there is severe crushing, 
The method can be applied far more readily to the limbs 
of the upper extremity than to those of the lower. The 
greater vitality of the upper limbs, due to their more 
vigorous circulation, is well known, and explains. this 
difference. Extreme caution must be exercised in dealing 
with wounds situated in the bend of the knee and in 
the buttock. 


(b) At a Later Stage.—I\nfected wounds or wounds in 
which there is much dead tissue should be enclosed 
in plaster provided that they have first been submitted to 
débridement and saucerization. The use of this method 
obviates the following: (1) the ordeal of dressings; (2) 
the risk of secondary infections developing as a result of 
repeated handling of the wound; (3) the absorption of 
proteins from tissues devitalized by antiseptics ; (4) the 
absorption of toxic products distributed by constant 
movement during treatment; (5) the destruction of bac- 
teriophages or trephones ; (6) the risk of injury to granu- 
lation tissue and the formation of unhealthy granulations 
(see below). Enclosure at a later stage is also indicated 
for fractures of the femur treated by extension once the 
correct position has been secured and granulation tissue 
is being formed beneath the slough. The same method 
should be used for stumps of limbs after guillotine ampu- 
tation has been rendered necessary by gas gangrene OF 
septicaemia and all risk of secondary infection is over. 
The appearance of oedema, either at a window made in 
the plaster over the wound or throughout the whole limb 
before any attempt has been made at immobilization, does 
not indicate that the closed method is inadvisable for 
such a case. Strict immobilization of the limb or a pre- 
liminary postural treatment will quickly cause the oedema 
to disappear. 
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Technique 





The cavity of the excised wound should be lightly 
packed with sterile gauze: petfoleum jelly is used on 
he gauze in Orr’s technique, but Trueta omits this. A 
plaster bandage applied direct to the skin then immobi- 
jizes the limb. The plaster should be moulded carefully 
over all bony prominences to ensure the greatest possible 
immobilization and should enclose the two joints nearest 
to the wound. In cases of wounds in soft parts, with 
jestruction of tissues but no fracture of bone, the same 
technique should be used. 

As a general rule, provided that there are no obvious 
signs of trouble, every plaster should be retained in posi- 
tion for a period of from three to six weeks without any 
window or Opening being made in it. If the plaster has 
to be removed it should be opened in two halves and the 
wound exposed to the air for three or four days so that 
the dermatitis which sometimes appears may be dealt 
with. This dermatitis is of no importance, being simply 
due to irritation of the skin caused by the discharge. If 
it is acute the scabs can be treated with Alibour water 
and the lesions with a salve of red oxide of lead (Pb,O,). 
After this interval, when the condition of the lesions 
permits, a new plaster is applied. 

Throughout the whole period during which the plaster 
is in position a very careful watch must be kept on the 
patient's general and local condition. Attention must be 
paid to all symptoms experienced by the patient, especially 
to any feeling of tension or of movement in the region of 
the wound and to any local sensation of heat. On the 
other hand, undue importance should not be attached 
to a very free discharge from the wound, which may 
stain the plaster and even ooze through to the outside. 
It is only the characteristic and unmistakable smell of 
putrefaction which indicates the presence of a focus of 
necrosis and demands an immediate modification of treat- 
ment. If maggots should appear in the plaster it is a 
matter of no great significance, and Baer’s method of 
treatment is sometimes unintentionally introduced in this 
way. We have never noticed any bad results in such 
cases; on the contrary, the wound generally healed well. 
From the clinical point of view the most important 
local indications are a good circulation and range of 
movement in the fingers and toes, the absence of oedema, 
anormal temperature in the region of the wound, and 
freedom from all discomfort. As to the general condi- 
tion of the patient, the temperature, the blood count, 
and the leucocyte count should all be closely watched, 
as explained in more detail later. Systematic radiographs 
should be taken to make sure that the fracture has been 
correctly reduced. 


Minor Difficulties that may be Encountered 


First, there may possibly be faults in the make-up of 
the plaster cast, particularly along the edges. Bony 
prominences may suffer undue pressure, and sores may 
develop and distress the patient. The most frequent 
cause of trouble lies in inadequate drainage of the wound. 
In such cases, and particularly if there is an abscess, the 
Wound must be opened up more drastically, thoroughly 
excised, and a fresh plaster applied. Impetiginous infec- 
tion of the adjacent skin was in our experience very rare, 
and always yielded to the standard treatment employed 
for such cases—namely, exposure to the air and the appli- 





cation of Alibour water and red oxide of lead. Erysipelas 
Was also rare, and in spite of this unpleasant feature the 
Prognosis in such cases was very good, 


charge, 


discharge. 


diarrhoea often sets in. 









Complications 


The chief complication that may follow fracture 
wounds is septicaemia. (See our work on the chemo- 
therapy of this condition, Revista de Sanidad de Guerra, 
Barcelona, 1939.) Septicaemia does not occur when the 
granulations are completely impervious. Occasionally, 
however, one sees a low form of septicaemia in which 
both the fluctuations of temperature and the indications 
of toxaemia are only slight, but there is a stubborn 
diarrhoea which slowly weakens the patient and does not 
yield to any known form of treatment. In many cases 
there is no obvious cause of infection, such as an under- 
lying abscess or a very sinuous wound ; but the diarrhoea, 
accompanied by mild albuminuria and slight signs of 
toxaemia, gradually debilitates the patient, chiefly by 
dehydration, under the helpless doctor’s eyes. In some of 


these cases a positive agglutination of bacteria of the 


Salmonella group was found in weak dilutions, although 
there was nothing in the previous history to account for 
this. This diarrhoea could not be attributed to the closed 
method of treatment, as it occurred with the same fre- 
quency in wounds treated by the open method, which ran 
an equally distressing course. 


Examination of the Wound 


In cases progressing satisfactorily the wound is found 
to be granulating freely when the plaster is removed. 


The well-defined granulations, which are deep red in 
colour and bleed very readily, offer a marked contrast 


to those of wounds treated by the open method and anti- 
septic irrigation, which are pale red in colour and do 
not bleed. The circumference of the wound will be found 
to be considerably smaller than it was when the plaster 
was applied. Epithelium forms far more quickly than it 
does in wounds treated by the open method. The dis- 
which is sometimes considerable, comes out 
through the granulation tissue without in any way affect- 
ing its formation. The disadvantage of this treatment 
is the repulsive smell—sour and butyric—given off by the 
If, however, a smell of putrefying tissues is 
noticed—and this is an entirely different smell from that 


just mentioned—the plaster must be removed, as the 


trouble which then has to be faced is certainly necrosis. 
In spite of the smell the patient stands this treatment 
excellently. A slight skin irritation may be experienced 
if treatment is considerably prolonged, but the patient is 
otherwise comfortable, his general condition is excellent, 
and his temperature is normal or is so slightly raised as 
not to affect his appetite or prevent his being up and 
about. When the treatment is well tolerated there is no 
glandular reaction. 

The first indication that the clinical picture is not satis- 
factory is a deterioration in the patient’s general condition, 
followed by pain and a sensation of tension in the region 
of the wound. The plaster becomes hot and a stubborn 
These adverse symptoms find 
their parallel in the results of laboratory tests. 


Results of Various Investigations 


Temperature.—In the first few days after the applica- 
tion of the closed plaster the temperature rises, even if the 
patient has previously had no fever. It then falls 
by lysis in the course of the next four or five days. 
A similar rise of temperature follows each application of 
a new plaster after a break in the treatment. This fever 
is probably due to the reabsorption of products of dis- 
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integration in the wound, which has been stimulated by 
the movements involved in applying the plaster. 

Sedimentation Rate.—We noticed that the sedimentation 
rate is always very high, at whatever period it is recorded, 
and even when the patient's clinical condition is excellent. 
We attribute this to the persistent lack of balance in the 
blood proteins during the whole period of healing, which 
causes an abnormal local metabolism. This finding is 
consequently not a matter of any significance from either 
a prognostic or a diagnostic point of view. 

Total and Differential Leucocyte Count.——The total 
leucocyte count is very high at the beginning of treatment 
or if sepsis is present. In the initial feverish period the 
number of leucocytes rises to about 12,000 to 15,000, to 
fall again correspondingly with the temperature until 
normality is reached. The differential count, which 
first indicates a state of suppuration, soon changes. 
Polymorphonuclear leucocytes, after a preliminary increase 
to 80 per cent., decrease to a normal number and Arneth’s 
deviation disappears. The appearance of lymphocytosis 
and monocytosis indicates that the wound is cooling. The 
formula at once reveals any sign of infection which can be 
recognized at an early stage, especially if serial tests are 
made on the slightest suspicion of trouble. Nearly all 
cases suffer from a mild anaemia, particularly when 
there has been sepsis for any length of time. 


Permeability of the Granulations 


Great importance has been attached to a factor which 
is regarded as a sign of good clinical progress—namely, 
a decreasing permeability of the granulations that neces- 
sarily reduces the absorption of toxins at the surface of 
the wound. 


We carried out some systematic experiments with 
methylene-blue (using Melchior’s technique) and verified 
the fact that the degree of permeability in the granulations 
decreased in direct relation to the healing process. On 
the other hand, unhealthy pale granulations rapidly 
absorbed the colour. To avoid the difficulty of possible 
interference in the results by the action of the liver and 
the kidneys we used phenolsulphonephthalein as the dye. 
The medium was applied to the surface of the wound in 
a slightly alkaline solution (6 mg. per c.cm.) such as is 
used for testing the action of the kidneys. When this 
method is used elimination takes place very quickly and 
is easy to measure. The dark red granulations of wounds 
treated by the closed method allow of little infiltration, 
but, on the other hand, those of wounds treated by the 
open method permit the colouring matter to pass through 
freely. We consider this to be a factor of prime impor- 
tance in demonstrating the physiopathological mechanism 
of the closed method. 


The Discharge 


The discharge has been submitted to systematic analysis, 
both chemical and bacteriological. 


pH Determination.—Contrary to our expectation, based on 
some articles we had read, we found that there was, in fact, 
an increase in acidity, a feature also noted by Trueta. 
Measurements with an electrometer showed an average pH, 
which fluctuated round 6, reaching 5.6 in some instances ; but 
in no case did we find the alkalinity which other workers 
claim to have met. We took the measurements as accurately 
as possible, and were careful to prevent the specimens from 
coming into contact with the air. To achieve this we made 
holes in the plaster and extracted the fluid under a covering 
of paraffin wax. At all events we are of the opinion that the 





discharge has a high buffering power. as it resists vigorously 
and persistently all attempts made in vitro to modify jg 
acidity. 

Bacteriology.—The bacilli found have principally been the 
staphylococcus, the streptococcus, the common  saprophyt. 
and often the B. pyocyaneus. In no case was there only ope 
type of bacillus. In taking a field count on each successiye 
application’of plaster we noted a decrease in the number of 
bacteria as time went on. We noticed also that the strepto. 
coccus and the staphyloé®ccus lost their Gram-positiy 
character and came to look like Neisseria. We concluded 
that the B. pyocyaneus did not appear in smears, although jt 
was found in cultures and reappeared in greater number, 
but with signs of degeneration, in the specimens taken towards 
the end of treatment, without taking up the stain. Occasion. 
ally the discharge was completely sterile, and it was impossible 
to obtain any cultures. This sterility is difficult to account 
for, and the only two logical explanations we can offer ar 
either a deficiency of nutrient matter in the wound or the 
presence of bacteriophages. We have so far been unable to 
determine which of these two factors is responsible for the 
sterility. It has not been possible to measure the vin- 
lence of the bacteria, as we have not been in a position to 
keep and feed laboratory animals. 


Conclusions 


The advantages of this method of treatment may be 
summarized as follows: 


The period of healing, and particularly that of the 
preliminary stage of disintegration, is greatly reduced, 

In wounds of the limbs a very high degree of con- 
servative treatment is possible, with a consequent striking 
reduction in the number of amputations. 


Strict immobilization of the wound ensures a faster 
growth of epithelium and obviates the non-union and the 
ill-positioned calluses which so often occur after extensive 
and infected open fractures. 


The treatment eliminates the painful process of daily 
dressings and prevents the distribution and absorption of 
products of disintegration resulting from movements 
involved in the constant handling of the wound. 


Above all, secondary infections, which appear so readily 
in cases treated by the ordinary method of violent anti- 
septic irrigation, do not occur; nor does _ proteolysis, 
another common result of the use of antiseptics in the 
standard treatment. In short, the closed method does not 
interfere with the natural process of healing by the 
application of antiseptics, which, however destructive they 
may be to bacteria, are also destructive to those biologi- 
cal products whose function it is to promote healing 
(? trephones). 

Finally, dehydration due to evaporation at the surface 
of large wounds is considerably reduced, and this is in 
itself a very important factor both in the healing of the 
wound and in the restoration of the patient’s health. 


—$—$—$_—— 








According to a circular recently issued by the International 
Academy of the History of Sciences, the fifth International 
Congress of the History of Sciences will be held at Lausanne 
in September, 1940, if the political and social conditions of 
Europe permit. M. Aldo Mielli, the perpetual secretary of 
the Academy, having now settled at Santa Fé in the Argentine 
Republic as director of the history of sciences at Santa Fé 
University, M. J. A. Vollgraf of Leyden has been appointed 
assistant secretary for Europe and the Mediterranean 
countries. The review Archeion, the official organ of the 
Academy, will henceforth be published at Santa Fé, instead 
of at Rome as hitherto. 
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SCHICK IMMUNITY AFTER ACTIVE 
IMMUNIZATION COMPARED 
WITH THAT FOLLOW- 

ING DIPHTHERIA 


BY 


JOHN F. WARIN, M.D., D.P.H. 
Assistant Medical Officer of Health, City of Birmingham 


‘The Schick-negative rate has been used extensively as an 
index of the relative value of the various methods of 
immunization in common use. It occurred to me that it 
might be instructive to compare the Schick-negative rate 
after immunization with that following an attack of diph- 
theria. Accordingly, | proceeded to Schick-test two com- 
parable groups of school children. One group (hereafter 
called the immunization group) was composed of children 
who had been immunized some time between 1930 and 
1935. The other group (the diphtheria group) was com- 
posed of children who had had an attack of diphtheria, 
also between 1930 and 1935. All the children tested were 
Blackburn elementary school children and all had lived in 
the borough for at least three years, and the vast majority 
for much longer periods, so that it is reasonable to assume 
that these children throughout most of their lives had been 
equally exposed to infection with the diphtheria bacillus. 
The two groups were comparable in regard to age 
and sex. 


The Investigation 


Burroughs Wellcome’s Schick material was used through- 
out, a control being done in each case, and the Schick- 
testing and reading were all carried out by me. The 
result was read exactly seventy-two hours after the test, 
and again at intervals of twenty-four hours until a definite 
conciusion could be arrived at. 


Previous records of immunization were available for 
every one of the children in that group, and showed that 
in 1930 and early in 1931 the immunizing agent used was 
T.A.M. in three weekly doses of | c.cm., whereas through- 
out the remaining period under review the children 
received three weekly doses of | c.cm. T.A.F. All the 
children immunized before 1934 had received a post-Schick 
test three to six months after the last injection, and in all 
the children concerned this had been recorded as negative. 
Similarly, the hospital case sheets were available for the 
majority of the diphtheria group and gave clear proof of 
infection. Where the case sheet was not available the 
child was only accepted as having had diphtheria if the 
length of stay in a diphtheria ward had been at least one 
month. The latter assumption is open to criticism, but I 
consider the time. period a reasonably adequate safeguard. 
The results of the investigation are given in Table I. 


TABLE I 
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The high figure of Schick-positive children in the diph- 
theria group is all the more remarkable as fifteen of the 
children had also been immunized, thirteen of these now 
being Schick-negative and two still Schick-positive. 

Several other workers have Schick-tested individuals 
after diphtheria, and the results of a perusal of recent 
literature are shown in Table II. My own figures are 
included for easy comparison. 








TABLE II 
No. of 
saesaeee Individuals Interval after Percentage 
Investigator Schick- Diphtheria Positive 
tested 
Dudley (1923) a 50 3-6 months 16 
Ker and McGarrity 157 Individuals with a previous | 46.4 
(Joe, 1938), 1924 history of diphtheria 
Benson (Joe, 1938), 245 ae HA 48 
1924 
Joe (1938), 1931 .. 68 4-8 weeks 11.7 
Dwyer (1938) Ge 12 2 25 
Pygott (1938) xe 87 6-24 ,, 10 
Pulley and Fleisher 96 Students aged 22 to 27 with a | ar 
(1938) previous history of diphtheria | (19° also 
| immunized) 
Warin <s eye 92 3-8 years | 25 
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Discussion 


My results show a Schick relapse rate which is three 
times greater in children who have had an attack of diph- 
theria than in children who have been actively immunized 
against diphtheria, and in all the other results quoted 
there is an unexpectedly high Schick relapse rate. Does 
this mean that immunization against diphtheria gives 
better protection than an attack of the natural disease? 
Definitely this is not a safe deduction to make, because 
the Schick test is not an entirely reliable method of test- 
ing a person’s susceptibility to diphtheria. It is now 
realized that it is the capacity of the tissues of the body 
to produce antitoxin in response to a suitable antigenic 
stimulus which is the true measure of protection, and not 
the amount of circulating antitoxin in the blood. For 
instance, a person with little or no circulating antitoxin, 
and therefore probably Schick-positive, may by reason 
of a maximum tissue response to a minimum stimulus be 
far better protected than a Schick-negative individual 
whose tissues cannot make such an adequate response. 
Allowing for the limitations of the Schick test, however, 
one may draw the conclusion that in this series immuniza- 
tion produced at least as good an immunity as that 
resulting from an attack of diphtheria. 

Is a possible explanation of this high Schick-positive 
rate following diphtheria to be found in the statement, 
now generally accepted, that a large dose of a powerful 
antigen produces results inferior to those obtained from 
two or more smaller doses given at appropriate intervals? 
For instance, it has been definitely shown that two small 
well-spaced doses of A.P.T. give better protection than 
one large dose. The child who has had diphtheria may 
be in the same position as regards immunity as a child 
who has received only one dose of A.P.T. In other 
words, if the attack of diphtheria is the primary stimulus 
it will in all probability leave the child only partially 
protected, although of course in a diphtheria ward the 
patient has ample opportunity to receive, and probably 
in many cases does receive, an adequate secondary stimu- 
lus. On the other hand, if the attack of diphtheria occurs 
in a child who has previously received a primary stimu- 
lus, either naturally or artificially by immunization, then 
generally the attack will tend to be mild and the immu- 
nizing process will be completed. This theory could only 
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account for a proportion of the Schick-positive results 
and could not explain the persistent Schick-positive state 
of those individuals who had both passed through an 
attack of diphtheria and been immunized. 

The Schick level after diphtheria should have some 
relation to the frequency of relapses and secondary 
attacks, but it is difficult to come to any definite con- 
clusion about this point. Goodall and Washbourn (1928) 
say that a marked relapse occurs in about | per cent. of 
cases, and they mention that relapses and secondary 
attacks are not very rare and probably one attack confers 
little, if any, lasting protection. Ker (1939) states that 
secondary attacks are quite common, while serious re- 
lapses are unusual. These authors agree that a slight 
recrudescence with or without patching of the sore throat 
occurs more frequently. It is quite likely that relapses 
and secondary attacks of diphtheria are more numerous 
than is generally realized, most of them being labelled as 
ordinary “sore throats.” These are merely a completion 
of the process of immunization and are usually without 
danger to the individuals concerned. 


e Summary 


An investigation is described which showed that a represen- 
tative group of elementary-school children had gained a better 
Schick immunity following immunization than that obtained 
by a comparable group who had passed through ai attack 
of diphtheria. 

I wish to thank Dr. V. T. Thierens, 


health, county borough of Blackburn, for his permission 
publish this article, and for his help and encouragement. 


medical officer of 
to 
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Ruptured Ectopic Gestation 


The circumstances of the two following cases of ruptured 
ectopic gestation are perhaps worthy of record as illus- 
trating risks that have to be taken in a scattered com- 
munity and results that with good fortune may be 
achieved. 
CASE I 

A married woman aged 35, a 5-para, was resident at a 
small station, 120 miles away by rail from this centre, where 
there is a medical practitioner but no hospital facilities. On 
October 2, 1939, she complained of some abdominal discom- 
fort and saw her doctor. There were no localizing or dis- 
tinguishing signs of any kind and her bowels were rather 
relaxed. She was watched on the 3rd and appeared much 
better, being up and about attending to her normal household 
duties. On the evening of the 4th she was found by her 
doctor alone in her house in a complete state of collapse, 
pulseless, pale, and complaining of severe abdominal pain 
referred to the left shoulder. There was no question of 


the diagnosis of ruptured ectopic, but the problem was how 
to deal with the patient. 

The medical practitioner decided to give her morphine and 
transfer her in her bed by train to hospital—a _six-hours 
journey. 


On arrival in hospital she was, under the circum- 





ee) 
stances, in good condition: not badly shocked, temperature 
102° F., pulse 90, abdominal pain less marked (still referreg 
to left shoulder), urine acid and loaded with pus cells, blood 
slides negative for malaria. After a short period of observa. 
tion an operation was performed and her abdomen opened 
by a left paramedian incision. A considerable mass of blood 
clot was found in the abdomen and pelvis, and the left tube 
and ovary were thoroughly disorganized. These were removed 
and the patient made a successful recovery. 


CASE Il 

On November 2, 1939, I was rung up by the sister jp 
charge at a large sawmills camp 100 miles away in the bush, 
She was very worried about the state of Mrs. A., who had 
just called her in. 

From the sister's description of the case 1 was able to 
diagnose a ruptured ectopic and made arrangements for the 
patient’s removal to hospital. This consisted in having her 
brought in by aeroplane, and the nearest available aeroplane 
was 300 miles away. She therefore could not be moved 
before dark that day. 


Her history was as follows. She was 28 years old and 
three years previously had had an abortion at three months, 
Periods had been regular, and she had just missed a period 
and hoped she was pregnant. 


On October 28, 1939, she was out for a motor drive, had 
some abdominal pain and slight vaginal haemorrhage, and 
thought that she was going to start another period. During 
the next few days the abdominal pain and discomfort and 
vaginal haemorrhage were intermittent, and she rested or 
got up as she felt inclined. On November 1 she felt very 
much better and was up and about, but on the 2nd she had 
severe abdominal pain, greater vaginal haemorrhage, and 
called in the sister, who found her in a collapsed state and 
immediately reported by telephone. 


Here again there were no hospital facilities on the spot, 
and the best line of treatment was to bring the patient 100 
miles into hospital by aeroplane. While waiting for the 
aeroplane she was kept under morphine and given rectal 
saline, and the foot of the bed was raised, etc., to maintain 
circulation. On arrival in hospital she was in a completely 
collapsed condition ; the pulse was very poor and 130; tem- 
perature 97.6° F.; pale, cold, and clammy; abdomen rigid 
and distended, with pain referred to both shoulders. She was 
given rectal saline and glucose and operated on immediately 
Via a right paramedian incision. The abdominal cavity was 
full of blood and blood clots, and until this was taken away 
nothing could be distinguished. Over two pints of fluid blood 
was removed and strained for immediate transfusion. The 
left ovary was completely destroyed by a cyst (the size of an 
orange), into which free haemorrhage had taken place, and a 
portion of the left tube adjoining it. These were rapidly 
excised, the wound was closed, and two pints of citrated 
blood taken from the abdomen put back into the median 
basilic vein. 

The patient made an uninterrupted recovery and was dis- 
charged from hospital in three weeks. 


During the last two years I have given anaesthetics for 
two cases of ectopic gestation before rupture and have 
operated on two cases of ruptured ectopic gestation... In 
the whole area there are probably not more than 400 
married women, which gives an abnormally high inci- 
dence for this unfortunate occurrence. 

E. M. B. West, ,B.M., B.Ch. 

Livingstone, N. Rhodesia. 





The Ettore Marchiafava prize, founded by the University of 
Rome in October, 1938, for. the best work on morbid anatomy 
or general pathology. has been awarded to Professor Mario 
Monacelli, director of the Dermatological Clinic of Messina 
University, and Professor Giulio Raffaele of the University 
of Rome. 
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Reviews 


—E —— SS a AE a SEE OTE 


OPERATION FOR FRACTURED NECK 
OF FEMUR 

Cura Operatoria delle Fratture del Collo del Femore. 

By Professor V. Putti. (Pp. 174; illustrated. No price 

given.) Bologna: L. Cappelli Editore. 1940-X VIII. 

The surgical world expects everything that comes from the 
Rizzoli Institute to be of the highest class, and will not be 
disappointed in Professor Putti’s monograph on the opera- 
tive treatment of fractures of the neck of the femur. In it 
is to be found, without redundance, just what should be 
known. The description of his method is precise and 
adequate ; there are no “ frills.” 

The only criticism had better be delivered at once. 
Those, probably the great majority of surgeons, who have 
adopted the Smith-Petersen “nail” will look to see if 
Putti’s statistics disclose better results with his screw. It 
must be admitted that the statistics given are such as to 
make comparison difficult. Transtrochanteric fractures 
appear in some tables, and in another, dealing with age, 
cases occurring in the first decennium are included. In 
some tables cases of long standing are assembled with 
recent fractures. Of course it is quite easy, with a little 
trouble, to distinguish those cases which are generally 
considered as requiring mechanical approximation of the 
fragments, and there is no doubt that Putti’s results are 
very good. He is perfectly frank, and records troubles 
with his method that also afflict advocates of the nail. 

Every engineer will agree that a bolt and nut is a better 
principle than a nail for firm apposition of parts, provided 
the density of the material is such that a screw thread 
will hold. Putti demonstrates by clinical results, by 
experimental investigation, and by his logical study that 
the femoral head and neck, even in advanced age, can thus 
be satisfactorily impacted. The bolt is a double-ended 
screw with an intervening unthreaded part. The screw 
which enters the head of the femur has a high thread ; the 
perforator which prepares its passage is 2 mm. less in 
diameter ; that which makes passage for the body of the 
bolt up to the line of fracture is of the full dimension ; 
on the outer side of the shaft of the femur, just below the 
trochanter, a flanged and countersunk washer takes 
purchase and the approximating nut is threaded over the 
outer screw. Enough pressure is exerted just to impact 
the fragments, and Putti demonstrates that such pressure 
promotes rather than hinders the formation of osseous 
callus, without any intermediary cartilaginous stage. 

The method of orientation includes a guide very similar 
to that of Hey Groves, a metallic network for radiographic 
projection over the femoral head and neck, and an x-ray 
apparatus with two tubes, one of which is centred 
Vertically over the site of fracture and the other hori- 
zontally at right angles to the axis of the neck. The 
Screw is not relied upon at all to support weight or to 
withstand torsion. For at least two months the patient 
wears a closed piaster from pelvis to knee. After that, 
While still getting about on crutches, a bivalved plaster 
is Worn for some time. Putti says that only consolidated 
bone is strong enough to stand the strains that may be 
imposed, and that six months is required to reach that 
Stage. For fractures of longer standing than a week or 
two he thinks subtrochanteric osteotomy the proper treat- 
Ment ; screwing is not a success. 

_There is a useful bibliography. The format and illustra- 
tions of the book are also excellent. 





SURGERY OF THE HAND 


Surgery of the Hand. Some Practical Aspects. By John 
Harold Couch, M.A., M.B., F.R.C.S.Ed. With a foreword 
by W. E. Gallie, M.D., F.R.C.S. (Pp. 148. 7s. net.) 

Toronto: University of Toronto Press ; London: Oxford 

University Press. 

This little book is written from an essentially practical 
point of view, which indicates a mastery of his subject 
on the part of the author. The importance of preserving 
function is emphasized throughout. ‘“ Examine the hand 
not the wound” is a slogan which draws emphatic 
attention to the great importance of function. A chapter 
on amputations is particularly refreshing in this respect. 
The fallacy of the rule of “save all you can” applied 
to amputations of the fingers is well shown. There has 
been too much tendency to think in terms of anatomy 
rather than physiology, and here we are rightly told to 
save function rather than form. “ Most patients value 
their hands to grasp with, not just to look at.” This 
chapter on amputations alone makes this little work par- 
ticularly valuable, since its author clearly shows that there 
is an optimum site for finger and forearm amputations 
as there is for amputations in the lower limb. These 
amputation sites are well illustrated by line drawings 
which, with the exception of an introductory plate, consti- 
tute the illustrations throughout the book. 

Part I deals with injuries considered under such headings 
as early treatment; the economic cost of infection ; 
principles of tendon suture and levels of amputation ; 
Part IL with infections, and in this section anaesthesia 
also is discussed. Here we are pleased to notice that 
the barbarous practice of freezing the skin of an inflamed 
area with the ethyl chloride spray is condemned. Freezing 
causes further damage to already devitalized tissue, and 
is as painful as operation without anaesthesia. The 
practical attitude of the author is probably, in part at 
least, due to his association of the clinical aspects of his 
subject with facts to be found in the annual report of 
the Workmen’s Compensation Board of Ontario, a board 
which handles approximately 1,500 cases of infected hand 
wounds every year. His methods of managing injuries 
and infections of the hand should be widely known and 
practised, so that (to use his graphic language) “ the neat 
white bandage that adorns the patient’s hand may not 
be in mocking contrast to the ‘ patch-up job’ underneath.” 
We endorse the opinion of Professor Gallie, who writes 
a foreword, that not only is this book a useful text for 
undergraduates but it is a clear and authoritative guide 
to practitioners, which, if followed faithfully, will lead to 
a great reduction in the suffering and subsequent disability 
that result from injuries and infections in the hand. 


INTRODUCTION TO UROLOGY 


Manual of Urology. By R. M. LeComte, M.D., F.A.C.S. 
Second edition. (Pp. 295; 55 illustrations. 18s. ; 
4 dollars.) London: Baiiligre, Tindall and Cox: Balti- 
more: Williams and Wilkins Co. 1939. 


This readable, practical, and up-to-date handbook of 
urology admirably fulfils its object of providing the 


beginner with the groundwork of urological fundamentals. 
A suspicion that acrobatics might be of occasional 
therapeutic help in urology finds support in the statement 
that ‘““chewing gum and other soluble objects, such as 
paraffin, that float in the bladder contents, may be passed 
if the patient is able to urinate standing on his head.” The 
Lilliputian length of 6} (instead of 84) inches allowed for 
the male urethra is surprising ; so is the imputation that 
gonorrhoea is perhaps the commonest of all diseases. Far 
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from being practically obsolete (p. 14), the English system 
of calibration for urethral instruments is the routine one in 
England for urethral metal bougies. It is surely incorrect 
to say that it is impossible to distinguish between solitary 
cysts and renal neoplasms, and that the isthmus of a 
horseshoe kidney is usually thin and fibrous. Pyuria, 
mentioned as possible diagnostic evidence of renal car- 
buncle, should be stated to be a late sign, being 
characteristically absent in early cases ; while the spine is 
concave, not convex (p. 109), towards a_ perinephric 
abscess. Nor need one agree with the advocacy of 
bilateral ascending pyelography in renal tuberculosis, or of 
drainage of the renal pelvis by a large rubber tube in 
nephrolithotomy. On the other hand, among the factors 
necessary for success in plastic operations on the renal 
pelvis, one would expect mention of temporary renal 
drainage and of catheter splintage of the uretero-pelvic 
junction. 

Former scepticism as to the value of urinary antiseptics 
is no excuse for describing the newer drugs as urinary 
“ antisceptics ” (p. 77). This is the most amusing of a dis- 
appointingly large number of grammatical and textual 
inaccuracies, including “dorsal prone position” for 
“dorsal” or “supine” (p. 6), “ Pessar” for “‘ de Pezzer ” 
(p. 25), “ Kollman” for “ Kollmann ” (p. 73), “* pyramides 
renalis ” for “renales”’ (p. 84), “ adnexae”’ for “ adnexa ” 
(p. 108), “ Wilm’s ” for “ Wilms’s ” (p. 116), “ coriliform ” 
for “coralliform” (p. 128), “ flouroscopy” for “ fluoro- 
scopy” (p. 134), “detriment” for “deterrent” (p. 151), 
“epididimus ” for “epididymis” (p. 156), “ catheterized 
specimen” for “catheter specimen” (p. 165—it is the 
patient, not the specimen, that is catheterized), “‘ total 
cystotomy” for “cystectomy” (p. 174), “Littre” for 
“Littré” (p. 203, etc.), “corporum cavernosum” for 
“cavernosorum” (p, 241), “lympathoia” for “ lympho- 
pathia ” (p. 245). 

These minor criticisms are not inconsistent with the 
cordial recommendation of this book as a good intro- 
duction to urology. 


AN ENCYCLOPAEDIA OF LOCAL GOVERNMENT 


The Municipal Year Book and Encyclopaedia of Local 
Government Administration. (35s. net.) London: The 
Municipal Journal, Ltd. 


‘ 


“ 


Of all the useful annuals which come to our table hardly 
another can have assembled within its pair of covers such 
a multitude of facts as the Municipal Year Book. To 
begin with, it contains the names and addresses of the 
members of all the. municipal corporations, the county 
councils, and the councils of urban and rural districts in 
the country, together with much information about each 
of these local authorities, including their rateable value, 
their debt, if any, and the amenities publicly owned. 
There is also a summary of the effects of recent legislation 
and legal decisions on local government. In the section 
devoted to public health services an analysis is given of the 
expenditure by county councils on certain purposes of 
public health ; surprising variations exist between adminis- 
trative counties in this respect. For example, for every 
thousand of their respective populations, Huntingdonshire 
spends twice as much on maternity and child welfare as 
Berkshire, and the Kesteven division of Lincolnshire twice 
as much as the adjacent county of Leicestershire. On 
tuberculosis, again taking the same unit of population, 
Surrey spends twice as much as Hampshire ; on venereal 
diseases schemes little Rutland spends more than four 
times as much as the East Riding; and on the medical 
inspection of elementary school children Hertfordshire 
spends only half of what is spent in Cambridgeshire, and 





oa 
little more than one-third of what is spent in Wiltshire o, 
Staffordshire. ; 
The Minister of Health pays tribute in a foreword to 
the action of the great local authorities, which are also the 
great hospital authorities, in making immediately available 
to the Government all their vast resources of hospital 
accommodation, staff, equipment, and organization. He 
says that the casualty scheme could never have taken 
shape without the help which they afforded. It is indeed 
a strange incongruity that local government services which 
express what is most domestic, progressive, and humane jn 
the life of a people should be thrust into the forefront of 
national defence, but the various authorities have jn 
general shown themselves as resolute and thoroughgoing in 
their A.R.P. activities as in dealing with parks or libraries 
or public cleansing. What they have had to cope with 
may be inferred from the fact that fifty-three official circu- 
lars have been issued by the Home Office on the single 
matter of fire protection in the event of air raids. The 
year 1939 will be historic in the annals of local govern- 
meni, and we can see the historian in some happier time 
finding great treasure in such a volume as this, not least 
in the emergency statutes, rules, orders, regulations, and 
Ministerial instructions which it embodies. 


HEARING AND EQUILIBRIUM 


Hearing and Equilibrium. By H. Macnaughton-Jones, 
M.B., B.Ch., B.A.O.,R.U.1. (Pp. 128; 48 _ figures. 
7s. 6d.) London: Bailligre, Tindall and Cox. 1939. 
In a modest volume entitled Hearing and Equilibrium 
Dr. H. Macnaughton-Jones has put forward a mechanical 
explanation of the functional activities of the middle ear 
and the labyrinth. The principal part is devoted to the 
question of hearing, and the view propounded is that wave 
motion is directed to the membrane over the fenestra 
rotunda and that the basilar membrane and _ associated 
structures convert the cochlea into a series of resonators, 
or rather into a graduated resonator, capable of respond- 
ing to an infinite gradation of frequency. As it is not 
possible to demonstrate this mechanism, the author has 
constructed a series of models as evidence of the accuracy 
of his views. The models certainly act in the manner 
which he claims, but conclusions drawn from models 
are really identical with the original assumptions and 
cannot be regarded as scientific proof. The author, while 
admitting this, is nevertheless convinced of the truth of 
his propositions, but he forgets that the highly damped 
state of the cochlea rules out the simple picture of a row 
of resonators, nor is the view that vibrations enter by 
the round window and the explanation given of the func- 
tion of the ossicles likely to be generally acceptable. 
While this highly ingenious mechanical investigation of 
the ear is of the greatest interest, it does not provide a 
complete physiological explanation, taking no account of 
the microphonic action of the middle ear and of modern 
investigations into the electrophysiology of the cochlea. 


HAEMATOLOGY 


L’Hématologie : Clinique et Laboratoire. By P. Emile 

Weil. (Pp. 270; illustrated. 3.25 dollars.) Paris: Masson 

et Cie. 1939. 
Emile Weil’s primer of clinical and laboratory haematology 
will be welcomed as a revival of the old style of presenta- 
tion by those who were interested in the blood before 
Kaznelson had dethroned chlorosis for idiopathic hypo- 
chromic anaemia or Minot and Murphy had discovered 
the liver treatment of pernicious anaemia. The French 
excel at a natural, and naturalistic, approach to biological 
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topics, and whether they are writing of bees or blood cells 
depict them as living things in simple language with a 
minimum of theorizing. To write a readable handbook 
of blood diseases without mentioning Castle or the 
porphyrins or the serum iron is indeed a triumph, but 
Emile Weil achieves it. We welcome too an author who 
has the temerity to describe the Tallqvist haemoglobin- 
ometer and not repeat the latest patter about copper or 
cobalt. It has been his aim to put cytology in the first 
place. He has not tried to write a textbook of blood 
diseases—that becomes progressively less easy as the 
discoveries of haematology are assimilated into general 
medicine—but he does give a good description not only 
of the examination of the blood but also of the cytology 
of exudates and punctures of the marrow, spleen, liver, 
and lymph glands. 

We would not recommend this book as a text for the 
M.R.C.P. examination or even for a postgraduate course 
in haematology under some of our sterner pundits. But 
we would like to leave it in the side-room for students 
who are prepared to get their fingers dirty with 
Romanowsky stains and experience the thrill of first 
seeing Cabot’s rings or Tiirck cells. It is not too expen- 
sive for the purpose, and it has some very pretty plates. 








Notes on Books 


The Textbook of Medical Treatment, by various authors, 
edited by three Scottish professors and with a foreword by 
another, was warmly welcomed in these columns on its ap- 
pearance last summer (July 1, 1939, p. 17). A reprint, which 
is in fact more than a reprint, has now been issued by the 
publishers, E. and S. Livingstone of Edinburgh (price 25s.), 
the large first edition having been exhausted within seven 
months of publication. The whole book has been revised 
and certain errors of omission and commission corrected. 
Owing to the rapid advance of sulphonamide chemotherapy 
these emendations have been particularly numerous and ex- 
tensive in the sections on cerebrospinal fever, septicaemias, 
venereal diseases, and respiratory diseases. A separate section 
on female sex hormones has been written by Dr. T. N. 
MacGregor, and some new pages have also been inserted on 
the treatment of alcoholism and drug addiction at the end 
of the section on psychotherapy in general practice. 


Doctor Joan, of Australia and India, by BARBARA UNDERHILL, 
BSc., is published by the Church of England Zenana Mis- 
sionary Society, 19, Conway Street, Fitzroy Square, W.1 (Is.). 
The strenuous life of a woman medical missionary is recounted 
in this short biography. Dr. Joan Taylor went from Australia 
to India, and from 1933 to 1937 laboured in Amritsar, the 
North-West Frontier, and Sukkur, Sindh. At each place she 
had extensive hospital and out-patient work, to which she gave 
herself with courage and devotion. The understaffed conditions 
in the hospitals proved too much for her strength, and she died 
at Karachi, whither she had gone to recuperate from exhaustion. 
The many illustrations in the book from photographs taken 
by “ Doctor Joan” give a good idea of her surroundings, and 
most of the letterpress is composed of the descriptions she sent 
home about her life in India. 


In the new edition of La Maladie Hypertensive (Paris: 
Masson et Cie, 0.75 dollar) Professor A. DUMAS gives an 
account, chiefly from the clinical aspect, of essential hyper- 
tension, tracing the history of the condition from the early 
symptomless stage to the usual termination with organic 
changes in heart, brain, and kidneys. He has little or nothing 
new to add to previous accounts of the symptoms, and men- 
tions only very -briefly the recent interesting work on the 
experimental production of hypertension by renal ischaemia, 
which suggests that the kidney may play a more important 
Part than the sympathetic nervous system and the endocrine 
glands in human hypertension. Nervous and endocrine factors 


are, however, considered by Dumas to be more likely at fault. 
There is a good deal of repetition in the book, but it may be 
recommended as giving a clear survey of the course of the 
disease. 


In the Service of Suffering: Phases of Medical Missionary 
Enterprise, by Dr. CLEMENT C. CHESTERMAN, with a foreword 
by Viscount Sankey, is published in London at the Edinburgh 
House Press, price 2s. This handbook deals with Protestant 
medical missions in different lands. The first part is con- 
cérned with the Christian mission of healing ; the second part 
describes in a somewhat sketchy way various hospitals in 
Africa, India, and China. The volume could with advantage 
have been double the size. It will be useful to students and 
nurses who think of dedicating themselves to medical mission 
work, a life in which, judging by the story told, there is a 
rich reward in every way except financially. 











Preparations and Appliances 


A SHORT ARTIFICIAL ARM 
Dr. J. M. BARNARD (Sidcup, Kent) writes, 

I enclose drawings of a short artificial arm which has been 
worn by one of my patients for several years in preference to 
a full-length arm, which he found clumsy and inconvenient in 
use. 

This patient, left with a seven-inch stump in 1915 as a result 
of war wounds, was fitted with the usual arm, which he found 
such a nuisance that he did without it. As a result of this, 





Fic. 1.—Front view of left arm in position, secured 
with one strap. 
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FRONT BACK 
Fic. 2.—Aluminium case for left arm, with solid rubber 
ball at end, secured by single strap. Weight, 104 oz. 


and the fact that he was an architect, he developed a 
scoliosis and fibrositis of the back from postural faults when 
he was working or writing. He consulted me for the muscular 
pain in the back and loin. 

I recommended him to have made a short arm just over 
elbow length fitted at the end with a rubber (sorbo) ball ; this 
enabled him to sit normally at his desk and steady his papers 
with the ball. He has found it so useful that he has en- 


couraged me to bring the appliance to your notice, as he feels 
sure there are many who would find it extremely useful. 
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MEDICO-SOCIAL PROBLEMS OF EVACUATION 


Dr. Walter Elliot declared the other day that the fact 
that the huge movement of evacuation had been carried 
through without injury to the public health was a 
“tremendous triumph.” In some other aspects of the 
matter the triumph may be a little premature, but 
the evacuation is one of the most far-reaching social 
movements of modern times, and if it were not for 
the insistence of more clamorous events we should 
all be talking aboat it. Never before, except to a 
limited extent in pestilence, has there been any sudden 
mass migration in this country. Those who organized 
the evacuation last August were inclined to measure its 
success in terms of the efficiency of the transport 
arrangements. When, by the time war was declared, 
about one million children and a quarter of a million 
adults had been safely deposited in the reception areas 
there was a disposition to regard it as the first victory 
‘of the war. But this, immense undertaking as it was, 
was only the first deal of the cards—a strangely 
assorted pack dealt to largely unknown players—and 
the big problems had still to be solved: those, namely, 
of health, education, social welfare, economic policy, 
and, perhaps as important as any, psychological 
readjustment. 

Complaint has been made of the indifference of 
parents who disregarded official appeals and kept their 
children in, or brought them back to, vulnerable 
areas. Unwise as they may have been, we are not 
sure that “ indifference ” is the right word. The family, 
after all, is the unit of English society, and the effect 
of war is to strengthen family bonds. Parents are not 
to be judged harshly for determining that, if calamity 
should approach, they will face it with their children. 
But the fact that, owing to the unwillingness of many 
of the parents, evacuation was only partial may be one 
reason for its success. If instead of only one-third— 
in London nearly one-half—of the total evacuable 
population under the official scheme going to the 
reception areas the whole three and a half millions 
had gone, the epidemiological and social picture might 
have been very different. Even so, the position in 
many places was complicated enough. In the recep- 
tion areas of Surrey, for example, the native popu- 
lation of school children was almost doubled by the 
new arrivals, and that of the pre-school children 
suffered the addition of one-third. 

From a medical point of view the first winter of 
evacuation has disappointed all forebodings. There 


is no need to repeat the figures showing a lessened 
incidence in almost all infections, as given by Dr. 
J. Alison Glover at the Royal Society of Medicine 





and reported at length in our last issue. Even the 
epidemics of chicken-pox and German measles which 
have occurred have been of an_ unusually mild 
character. Nor is it only a question of freedom from 
the common infections. For innumerable town 


children the country experience is reflected in better 


health and more normal growth. 

At the same time a great deal has still to be 
learned. Billeting in privately occupied houses was 
accepted as inevitable in the Anderson report, owing 
to the great numbers concerned ; but many people, 
disregarding financial considerations, have recom. 
mended a policy of collective accommodation in re- 
conditioned buildings or in hutments or camps. There 
is a great deal to be said for regrouping families as 
much as possible, or even larger social units, in the 
reception areas, and for preserving the school unit, 
especially for children over 12, between whom and 
their foster-parents, we are told, difficulty frequently 
arises. The Cambridge Evacuation Survey—an admir- 
able piece of work directed to the social and psycho- 


logical aspects of the situation by a research. com-. 


mittee, under the chairmanship of Mrs. Susan Isaacs, 
a well-known authority on child psychology—states 
that at least 2 per cent. of the children are perma- 
nently unsuitable for foster homes on account of 
nervous symptoms or difficulties of behaviour, and it 
is those who can best be dealt with in small groups 
of ten or fifteen. Another experience of the Cam- 
bridge Survey is that regular visits from parents (of 
which again there has been some complaint) have 
been found not to have a disturbing influence, and 
a suggestion is that in all evacuation areas centres 
should be available where parents may consult social 
workers about their children or other matters con- 
nected with evacuation. The social workers who are 
required seem to be of two classes: those who have 
had a general training in social service and those who 
have had special clinical experience of the nervous 
or difficult child. One of the disadvantages of the 
scheme as it is now working is that the teacher is 


too often called upon to be the social worker, a task. 
for which he or she may not be fitted, and in any: 


case the constraint between teacher and pupil, even 
outside the school, is a hindrance. 

The Health Organization of the League of Nations 
has also been interesting itself in evacuation problems, 
but its reports on the subject, unavoidable in inter- 
national documents, seem to be flattened out; and, 


of course, they lack the intimacy and experience of. 
A subcommittee met at Geneva a month. 


Cambridge. 
ago to discuss medico-social questions arising out of 
the movements of civil populations, not of children 
only. It was attended by representatives of nine 
countries, including Finland and Norway. 


the inherent vice of so much that has come from 
Geneva. It is comprehensive, and its recommenda- 


tions are unexceptionable on theoretical grounds—. 


indeed, in substance they have been followed by those 
concerned with evacuation in this country—but it can 
take no account of local conditions, which vary 
between different countries to an enormous extent, and 
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it seems to ignore the stress, the emergency, the excite- 
ment, the endless predicaments which must attend 
evacuation under the threat of war. It is a perfect 
textbook on evacuation if evacuation could be con- 
ceived aS a peacetime measure deliberately adopted 
for some social end, with everything else at its normal. 
Before the transfer takes place the health authorities 
of the evacuation and the reception areas are urged 
to make preliminary arrangments to facilitate co- 
ordination. Liaison is to be established. between the 
yarious medico-social services, especially those respon- 
sible for the reception, isolation, and .medical super- 
vision of open’ cases of tuberculosis, cases of infectious 
disease, and persons needing special care. In the 
reception areas there must be a great reinforcement 
of hospitals and other institutions, such as maternity 
homes, créches, bathing establishments, and disinfec- 
tion and disinfestation ovens. The prevailing sanitary 
standards must be improved, living accommodation 
inspected by qualified personnel, an adequate diet 
maintained by collective feeding and school canteens, 
and the purity of foodstuffs controlled. The report 
even urges as a matter of fundamental importance that 
so far as possible the accompanying personnel should 
be the same as that which had been in charge of 
the population transferred. This means public health 
officers, medical practitioners, dentists, sanitary in- 
spectors, midwives, nurses, health visitors, social 
workers, and even first-aid parties. 

All this, and much else, presupposes ideal conditions 
and long planning ahead. Evacuation is a different 
story with the invaders in the fjord of Oslo or the Gulf 
of Finland or on the plains of Warsaw. That the 
evacuation in Great Britain, partial as it was, and ill 
prepared in some respects, was unattended by calamity 
is due first of all to the measures taken to build up 
a health organization in this country, especially during 
the last twenty years, also to a highly developed sense 
of social duty, and to what we like to think as a 
British quality—a good-humoured acceptance of a 
situation and an ability to make the best of it. And, 
too, we were mercifully spared the threatened attack 
from the air. 











THE CLASSIFICATION OF CAUSES OF 
DEATH 


The Manual of the International List of Causes of 
Death, as adapted for use in England and Wales, 
Scotland, and Northern Ireland, which has just been 
published by the Stationery Office, is not the kind of 
literature a weary practitioner will turn to in Icisure 
moments ; it is emphatically of the class defined by 
Charles Lamb as books which are not books. Yet it 
would be a safe prophecy that in the next few years 
some medical men will draw incorrect conclusions from 
statistical data because they have not read the Manual 
or, at least, dipped into it. It may be that the 
younger generation does not turn to Lecky’s History 
of England in the Eighteenth Century with the same 
readiness as older readers. In the fifth chapter, deal- 
Ing with sanitary progress in the first half of the 


eighteenth century, we read that “it was noticed that 
from this time [the beginning of the century] the 
deaths from colic and dysentery decreased with an 
extraordinary rapidity. In each successive decennial 
period in the first half of the eighteenth century the 
annual average of deaths from this source was much 
less than in the preceding one, and the average in the 
last decennial period is said to have been little more 
than a tenth of what it had been in the first one.” 
Lecky gave as his authority a brochure published by 
William WHeberden the younger in 1801. Charles 
Creighton pointed out that what Heberden supposed 
to be dysentery, the entry “ Griping in the Guts,” was 
mainly the diarrhoea of infants, which, far from de- 
creasing, was if anything increasing, but had been 
gradually transferred by the parish clerks to the 
heading “Convulsions.” By considering the age dis- 
tribution of the deaths and the curious Cox-and-Box 
behaviour of the two entries Heberden might have 
avoided the pitfall, but that would have involved a 
serial comparison of the statistics themselves. 

The Manual gives definite information of changes 
of classification which will be made in the publications 
of the Registrar-General. It is not possible to men- 
tion them in detail. Thus the subheadings of Sections 
XI (Diseases of Pregnancy, Childbirth, and the Puer- 
peral State) and XVII (Deaths from Violence) have 
been completely revised. In future much more in- 
formative subheadings will be available for serial 
comparisons than those of the old list. Much the 
most interesting change is the adoption of the certify- 
ing practitioner’s preference when more than one cause 
of death appears on a certificate instead of following 
some more or less arbitrary office rule. We have 
referred to this more than once. In order to preserve 
comparability with past records this change will impose 
on the Office the need for publishing from time to time 
comparative tables showing the effect. In the text 
volume of the Annual Report for 1936 two examples 
were given—tuberculosis and cancer. The changes 
are not of negligible importance. Thus classification 
by order of statement rather-than by rule would have 
reduced the number of deaths ascribed to cancer in 
1936 by 4 per cent. The sites most affected were skin 
(a reduction of 15 per cent.) and breast (a reduction 
of 7 per cent.). 

Although the Manual cannot be a medical practi- 
tioner’s bedside book, it should be on his study book- 
shelf, to be consulted when the spirit moves him to 
write a paper—or even a letter to us—commenting on 
the rise (or fall) of a death rate. 











WAR UNIT FOR CRANIAL SURGERY 


The R.A.M.C. have approached the problem of cranial 
surgery in the field by constructing a mobile neuro- 
surgical unit which is virtually self-contained. The vehicle 
of the unit is a motor lorry which carries a separate petrol 
engine and dynamo. The current which supplies the 
operating theatre also charges a 12-volt accumulator for 
the electromagnet. The equipment includes two sets of 
instruments, two folding operating tables with special 
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folding head rests, two folding instrument tables, and 
modern anaesthetic apparatus. Sterilization of water and 
instruments is done by primus stoves, and the unit also 
has a high-pressure sterilizer for linen and dressings. A 
neurosurgeon, a neurologist, an anaesthetist, two surgical 
assistants, and two theatre sisters also travel in the lorry, 
and can work as one or two operating teams. The 
unit is designed to operate chiefly at casualty clearing 
stations, but will be based on a parent base hospital for 
its reserve supplies. As it carries sufficient material for 
several hundred neurosurgical operations it can remain 
in the forward area for weeks at a time. It will require 
only a room or tent to operate in, and x-ray services, at 
the casualty clearing station to which it is attached. In 
other respects it is a self-contained diagnostic and opera- 
ting team. The assembly and construction of this equip- 
ment have been generously aided by Lord Nuffield. 


THE EPILEPTIC DISCHARGE 


The history of our knowledge of epilepsy may be said to 
be the history of the development of technical methods, 
more perhaps than in any other disorder. Clinical descrip- 
tion, reaching extraordinary réfinement in the writings 
of Hughlings Jackson, was followed by histopathologi- 
cal examination. Interpretation of the histopathological 
alterations underwent a change, in consequence largely of 
Spielmeyer’s work, who saw in the cellular alterations, 
occurring especially in Ammon’s horn, not a lesion acting 
as a focus of irritation but a lesion which was in itself 
secondary, the result of ischaemia due to vascular spasm 
arising during the fit. The view of morbid anatomy was 
giving place to the new outlook of functional pathology, 
and the histopathological changes became an effect and 
not a cause. Biochemical observations likewise under- 
went a change of bias. These had concerned themselves 
at first with the demonstration of a toxic substance in 
the blood of epileptics, accumulating before a fit and 
being discharged, oxidized perhaps, as the result of the 
violent muscular activity of the fit. Muskens and others 
saw clinical confirmation of this view in the way in which 
a fit seemed to “clear the air.” The psychotic epileptic 
became less irritable, and the epileptic who exhibited only 
fits expressed himself as feeling betfer. But the toxin 
proved elusive, and a more truly physiological type 
of biochemical investigation concerned itself with the 
general conditions in the body fluids during which a fit 
might happen. The work of Lennox and Cobb’ showed 
that whatever made the brain cells.-more acid and more 
dehydrated and oxygenated made a fit less likely to 
appear, whereas asphyxia, alkalinization, and excess of 
water favoured the occurrence of fits. Long ago, on the 
experimental side, Ferrier had paved the way for Sherring- 
ton and others to reproduce experimentally the Jacksonian 
type of fit and to examine the neurological laws followed 
by the tissues in these conditions. More recently this 
work has been carried to the clinical field, and the great 
refinements in brain surgery produced by Cushing have 
enabled more and more precise observations of this kind 
to be made. The late Lord Moynihan was an enthusiastic 
advocate of the study of the “ pathology of the living,” 
and he would have found no more satisfactory example 
of its possibilities than in the work of Penfold and his 
colleagues on the neuro-physiological conditions arising in 
the human cortex habituated to epileptiform discharges. 


_In 200 persons with focal epilepsy upon whom they have 





1 Epilepsy, London, 1928. 
2 Amer. J. Psychiat., 1939, 9§, 255. 








operated Penfield and Boldrey* have recently extended 
these observations to the effect of electrical stimulation 
of the cortex when the results have been atypical. The 
characteristics of these brains were found to be a hyper. 
excitability of certain parts of the cortex ; facilitation of 
transmission of nervous impulses by epileptic habit ; the 
functionally closer connexion by such habit of cortical 
areas far distant anatomically from one another; and 
refractoriness, not necessarily the result of a recent 
seizure, of certain parts of the cortex alongside areas 
which were hyperexcitable. Electrical stimulation of the 
Rolandic gyri was found to produce movements and 
sensations identical with those of the epileptic seizure— 
that is, the movements were never purposeful, the sensa- 
tions were never ordinary sensations, and the discharge 
produced was always violent. This hyperexcitability of 
certain parts made it possible to elicit remarkable pheno. 
mena in certain cases. For example, a young girl who 
suffered from seizures related to a subdural haematoma 
had an aura in which a terrifying man appeared. This 
aura repeated an actual memory, and it proved possible 
to elicit the same experience—that is, to recover the 
memory—by electrical stimulation of the supramarginal 
gyrus. This seems very much like a confirmation. of 
Semon’s engram theory of memory. The results of these 
investigations confirm Hughlings Jackson’s view of the 
epileptic seizure as consisting of a violent or, in later 
physiological language, all-or-none discharge of a group 
of cells; and they also coincide with the view that the 
epileptic discharge travels not all over the cortex but, 
like a train of gunpowder, forward to the Rolandic area, 
one group of ganglion cells firing off the next in succes- 
sion. The processes of the epileptic discharge become 
clearer; what remains a mystery is the epileptogenous 
zone itself ; here a contribution begins to be made by the 
latest technical development of electro-encephalography, 
which seems to show that the cells of the epileptogenous 
zone, usually in the superior frontal gyri, discharge 
rhythmically at a peculiar rate. The fact of this idio- 
syncratic rhythmical discharge is the first direct piece of 
information on the nature of the dysfunction of the 
epileptogenous zone itself. Rhythm is so essential a 
feature of all biological function, and is yet so little under- 
stood, that it is likely that we have to wait for further 
technical advances before we can hope to understand the 
meaning of this peculiar rhythm of the epileptic brain 
cells. 


CORVISART’S APHORISMS 


Perhaps the most perennial monument that his disciples 
can erect to a great man is a collection of his aphorisms 
heard and treasured up or extracted from his published 
works. This may take place during his lifetime with 
his approval, or after his death, or he may construct it 
himself. The aphorisms of Hippocrates are generally 
regarded as among the genuine works of the Father of 
Medicine, because they so often reproduce the identical 
words in others of his accepted writings ; additions and 
obvious interpolations, however, crept in, and it is un- 
certain whether or not in his old age he may have taken 
a hand in their choice. In some instances, such as those 
of Boerhaave and Maximilian Stoll, whose aphorisms saw 
the light in 1709 and 1785 respectively, the authors were 


responsible. In others a devoted pupil, as in Samuel, 


Gee’s Clinical Aphorisms, collected in 1897 by Lord 
Horder, and Osler’s Counsels and Ideals (though not 
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entitled aphorisms) selected by C. N. B. Camac. (1905), 
publication occurred during the author’s life. The 
aphorisms of Baron C, N. Corvisart (1755-1821) are 
exceptional in that they were not made public until more 
than a century after their collection and his death. His 
follower, F.-V. Mérat, chief of the clinic of the Medical 
Faculty of Paris, stated on the title-page of his manu- 
script that this work should, with the consent of Corvisart, 
have been’ printed, but at this time his duties as chief 
physician to the Emperor Napoleon forced him to give 
up his course of instruction and the work was not 
published. Comparatively recently the manuscript was 
discovered in the archives of the Académie de Médecine 
of Paris, edited by the librarian, the late Paul Busquet, 
and published in 1929.4 This has now been translated 
into English by A. L. McDonald? with an account of 
Corvisart, who was a great bedside teacher, and in addi- 
tion to his well-known treatise on heart disease and his 
translation of Leopold Auenbrugger’s Novum Inventum 
(percussion) showed his fondness for aphorisms by trans- 
lating Stoll’s aphorisms on the cure of fevers from the 
Latin (1797) and Boerhaave’s aphorisms (1802). Corvisart’s 
own aphorisms are full of interest, especially on account 
of their practical bearings and often modern tone—for 
example, in the condemnation of unnecessary interference 
with constipation during convalescence. More than 950 
Medical Axioms, Aphorisms and Clinical Memoranda 
(1923), ancient and modern, from nearly 150 writers, and 
including his own, were collected by the late Professor 
J. A. Lindsay of Belfast. 


CYCLOPROPANE IN OBSTETRICS 


Anaesthesia in obstetrics, since it must be safe for both 
mother and foetus, is a subject which is deservedly 
examined afresh from time to time. Among recent work 
is an investigation by Smith® of the effect of obstetric 
anaesthesia upon the oxygenation of maternal and foetal 
blood, samples being taken from the following sources 
as nearly as possible at the same moment immediately 
after delivery: (1) a maternal vein, (2) the maternal 
radial artery, (3) the umbilical artery, (4) the umbilical 
vein. The anaesthetics used were ether, nitrous oxide, 
and cyclopropane. Under ether the oxygen content of 
the blood of the mother and foetus was found to be 
as high as when there was no anaesthesia, and ether is 
therefore regarded as a satisfactory anaesthetic from this 
point of view. Nitrous oxide, given with at least 20 per 
cent. of oxygen, produced a definite maternal and foetal 
anoxaemia, but it is pointed out that the foetus can 
withstand brief periods of severe suboxygenation without 
permanent damage. The striking feature of cyclopropane 
anaesthesia was that in the mother the venous blood 
oxygenation was almost as great as the arterial oxygena- 
tion, which was a little better than when ether was 
used. The oxygen content of the foetal arterial blood 
was, on the average, higher than when nitrous oxide 
was administered but not so high as when ether was 
given. In a few cases it was very low indeed, lower 
than in any recorded case with nitrous oxide. Com- 
paring the cases receiving nitrous oxide with those receiv- 
ing cyclopropane Smith found that a higher proportion 
of the latter needed resuscitation. It is suggested that 
foetal anoxaemia is probably only one of several factors 





1 Aphorismes de Médecine Clinique par le Baron Corvisart. Recueillis par 
F.-V. Mérat, publiés par le Docteur Paul Busquet. Paris, 1929. 
2 Ann. med. Hist., 1939, 3 ser., 1, 375, 471, 546 ; 1940, 2, 64. ° 


* Surg. Gynec. Obstet., 1939, 69, 584. 





which may operate to produce apnoea, another impor- 
tant one being the effect on the foetus of the anaesthetic 


given to the mother. It was not possible to determine 
the relative amounts of ether in maternal and foetal 
blood at birth ; cyclopropane, however, was found in the 
latter in almost as high a concentration as in the maternal 
blood, while only about one-half as much nitrous oxide 
was found in the foetal as in the maternal blood. Smith’s 
view of cyclopropane as an anaesthetic in obstetrics is 
that it is perhaps less safe for the infant than the clinical 
appearance of the mother would indicate. Rosenfeld 
and Snyder,* who have studied this subject by experi- 
ments in animals, believe that since foetal respiratory 
movements are known to occur in utero asphyxia 
neonatorum should be regarded as a failure of respira- 
tion to continue rather than as a failure to start. They 
found that with the non-volatile anaesthetics—pentothal, 
morphine, paraldehyde, and chloral hydrate—and also 
with ether, the intra-uterine foetal respiratory movements 
were completely inhibited by concentrations which were 
insufficient to produce surgical anaesthesia of the mother. 
With nitrous oxide in 90 per cent. concentration (oxygen 
10 per cent.) foetal intra-uterine respiratory movements 
were inhibited but began again when the anaesthetic was 
discontinued ; with nitrous oxide 85 per cent. (oxygen 
15 per cent.) foetal respiratory movements did not cease 
but were depressed. When cyclopropane was used foetal 
respiratory movements in utero continued unabated, and 
may even have increased, during administration sufficiently 
deep to produce surgical anaesthesia in the mother. This 
would suggest, therefore, that cyclopropane is the anaes- 
thetic of choice for obstetric work, but though the authors 
regard the effect of a narcotic on foetal intra-uterine 
respiration as a sensitive indicator of its effect on the 
foetus, they admit that in the animals anaesthetized with 
non-volatile anaesthetics, “despite the prolonged apnoea 
thus induced, delivery of the foetus from the uterus was 
promptly followed after a minimal depressant dose of the 
anaesthetic by resumption of active respiratory move- 
ments.” It may be questioned, therefore, whether the 
effect of a narcotic on foetal intra-uterine respiration is 
any guide to the probability or not of asphyxia neo- 
natorum. Of these two papers that by Smith will appeal 
to clinicians as giving a picture of the effects of anaes- 
thesia on the mother and foetus which is readily recog- 
nizable from experience. 


THE BACILLUS OF LEPROSY 


The organism now known as Mycobacterium leprae was 
first described by Hansen in 1874, at a time when special 
stains were not available for its demonstration; it has 
long remained the enigma of bacteriology. A very full 
review of the existing knowledge of its characteristics was 
recently made by E. B. McKinley,’ whose tragic death 
in the ill-fated flying-boat Hawaii Clipper between Guam 
and the Philippines in July, 1938, was as much deplored 
in this country as in the U.S.A. Though it is now agreed 
that Hansen’s bacillus is the actual causal agent of human 
leprosy, it is perhaps not realized that of some 145 
attempts to infect man himself with human _ leprous 
material there is no single record of deliberate experi- 
mental human transmission which can be accepted as 
proven, with the possible exception of that described by 
Arning.® Even in this instance there is room for doubt, 





4 Amer. J. Obstet. Gynec., 1939, 38, 424. 
5 Internat. J. Lep., 1939, 7, 217. 
® Verh. dtsch. derm. Ges., Vienna, 1889, 1, 9. 
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since the inoculated man, a condemned Hawaiian 
criminal, may possibly have acquired the disease from 
contact with other lepers. Attempts to infect lower 
animals with leprosy bacilli have also proved far from 
Satisfactory, unless in the golden hamster (Cricetus aura- 
tus), the infection of which has been reported by Adler,’ a 
Suitable experimental animal has at last been found. In 
view of these difficulties it is hardly surprising that the 
question of the cultivation of the bacillus of leprosy is 
still in dispute, and that Koch’s postulates have not yet 
been fulfilled. From time to time different observers have 
isolated from leprous tissues and have grown on a variety 
of artificial media a variety of organisms, including 
diphtheroids, anaerobes, pigmented and non-pigmented 
acid-fast bacilli. Cultures of these bacteria have been 
injected into monkeys, rabbits, rats, and mice with the 
production of granulomatous lesions which, it is claimed, 
have closely resembled those of human leprosy, but none 
of these organisms has been established beyond question 
as the true leprosy germ. The most suggestive cultivation 
experiments so far recorded are, however, those of 
McKinley, Verder, and Soule,“ who obtained growth on 
media kept in atmospheres containing varying amounts of 
oxygen and carbon dioxide, i:2 most satisfactory being 
one with 40 per cent. oxygen and 10 per cent. carbon 
dioxide. Even under the very best conditions, however, 
rather less than 10 per cent. of the cultures gave positive 
growths of non-chromogenic bacilli. This may be due 
to the fact, already suspected, that most of the organisms 
in leprous lesions are dead, a suggestion which finds 
further support in the growth on each culture slant of 
only a few colonies. Though McKinley rightly main- 
tained a critical attitude to the results of his own experi- 
ments, their repetition by those who have access to suit- 
able material is clearly called for. If at long last 
Mycobacterium leprae can be both successfully grown on 
artificial media and transferred to suitable experimental 
animals the way will have been opened up for further 
advances in the control of what is still one of the most 
important health problems of the Tropics. 


THROMBOCYTOSIS AND SPLEEN EXTRACTS 


In 1938 Troland and Lee*®*® claimed to have made an 
extract from spleens removed from patients with essen- 
tial thrombocytopenia (purpura haemorrhagica) which 
lowered the platelet count in rabbits. They therefore 
suggested that the disease might be caused by the hyper- 
secretion of a platelet-lowering substance or thrombo- 
cytopen by the spleen. Many workers have since en- 
deavoured to repeat Troland and Lee’s experiments, but 
the results have been either equivocal’’ or frankly nega- 
tive.'*****?© The work, however, has now been applied 
in another direction and with more apparent success by 
Das Gupta and Napier.’® The latter describe a patient 
with hookworm anaemia who had a very high platelet 
count—2,187,000 per c.mm. The platelets continued 
high despite treatment of the anaemia with iron and of 
the hookworm infestation with carbon tetrachlorethylene. 





7 Lancet, 1937, 2, 714. 

® Amer. J. trop. Med., 1932, 12, 441. Proc. Soc. exp. Biol., N.Y., 1933, 
30, 659 ; 31, 295. 

* Johns Hopk. Hosp. Bull., 1938, 62, 85. 

10 J. Amer. med. Ass., 1938, 111, 221. 

11 British Medical Journal, 1940, 1, 50. 

12 J. clin. Invest., 1939, 18, 537. 

13 Bull. Ayer clin. Lab., 1939, 3, 267. 

14 J. Lab. clin. Med., 1939, 25, 10. 

15 A Symposium on the Blood, 1939, Madison, p. 176. 
16 Indian med. Gaz., 1939, 74, 602. P 
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The patient was then treated with spleen substance, 
5 c.cm. intramuscularly each week for five weeks, and 
the number of platelets fell from 2,187,000 to 401,400 
per c.mm. The method of preparation of the spleen 
extract is not stated, but one is led to believe it was the 
same as Troland and Lee used. Looking at Das Gupta 
and Napier’s chart it is impossible not to trace a-causal 
connexion between the injection of the spleen extract and 
the fall of the platelets, but one swallow does not make 
a summer and the existence of thrombocytopen must 
remain an open question. 


HOSPITALS IN HONG KONG 


During the past few years the important colony of Hong 
Kong has been faced with the fact that its entire hospital 
system is in need of reorganization and improvement, and 
on this ground the Governor in 1938 appointed a 
technical committee to go into the matter with a view 
to readjustment of the position, so that it could be fitted 
to meet urgent needs. That committee, under the chair. 
manship of Dr. Selwyn-Clarke, D.M.S. of Hong Kong, 
has now issued the report of its labours in terms which are 
sufficiently expansive to form a good guide to any of our 
other Colonial medical administrations (as, for instance, 
in the West Indies) that have to deal with large numbers 
of indigent natives. Hong Kong has been faced with 
“a very considerable increase in population owing to 
the very many persons who have sought refuge from the 
war-stricken areas.” Numbers of these have come to 
Stay, so that the committee has had to base its require- 
ments for hospital accommodation on a population of 
1,250,000—that is, a quarter of a million more than it 
normally should be. On a basis of ten beds per 1,000 
people this would involve the provision of 12,500 beds, 
which would make the actual deficit 9,561 beds. The 
colony has had two groups of hospitals—those of Euro- 
pean standard and a secondary group where patients can 
elect to have Chinese, herbalist, treatment. These latter 
buildings serve more or less as asylums for destitute 
persons and are a refuge for the dying; they are grossly 
overcrowded, many having to sleep on the floor, and in 
some wards two, and even three, patients have to share 
one bed. In one ward of twenty-seven beds in the Kwong 
Wah Hospital there were seventy patients. To remedy 
this state of affairs the committee, on the modest allocation 
of five beds per 1,000 people, says that 6,250 general 
hospital beds will be required. It therefore recommends 
the establishment first of Grade A hospitals where build- 
ings, staff, and equipment will be of the highest standard 
and where the acutely sick and those in need of special 
services—x rays, radium, and the like—could be treated; 
and, secondly, of Grade B hospitals with a much less 
generous scale of staff and with buildings and equipment 
of the simplest kind. The lack of adequate accommoda- 
tion for infectious diseases is an urgent matter, the 
deficiency amounting to 950 beds, and as tuberculosis is 
one of the chief causes of ill-health and premature death 
in Hong Kong steps are advised for dealing with this 
problem on a generous scale. The technical committee 
has apparently worked hard to put the colony in 
possession of a sound, practicable hospital scheme, and 
its report contains full reasons for every recommendation 
that is made. A series of photographs proves the need 
for urgent reorganization, especially among hospitals for 


Chinese. The requirements of the European community _ 


are already well met in the existing hospitals. 
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TREATMENT OF VARICOSE VEINS 


BY 
A. DICKSON WRIGHT, M.S., F.R.C.S. 


Varicose veins afflict such a huge number of people that 
here lies a tremendous therapeutic field, and for those 
who make themselves proficient in this line there are 
plenty of patients waiting to be treated ; and very grateful 
they will be for the excellent results now to be obtained 
in this important branch of minor surgery. 


Aetiology 


The aetiological factors most concerned in the develop- 
ment of varicose veins are: ' 


Occupational.—Prolonged standing, especially in hot 
rooms, is particularly harmful. It is sometimes said 
that a chronic ulcer of the leg is a better recommendation 
for a cook than endless testimonials. 

Pregnancy.—Here is provided a mechanical and a 
hormonic cause. The veins of pregnancy regress greatly 
after delivery, so it is unwise to inject them till well 
after delivery. It is well to bear in mind that mis- 
carriages, delivery mishaps, phlegmasias, and even the 
baby’s blemishes will be ascribed to these injections. It 
is better during pregnancy to rely upon support of the 
swollen veins by adhesive strapping or bandages and treat 
only those which persist after childbirth. 

Heredity —Venous complaints tend to run in families 
and may take the form of varicose veins, thrombophilia, 
embolism, ulceration, and so on. 

Phlebitis—It is probable that even the mildest phlebitis 
leads to shrivelling of the venous valves, and this starts 
a spreading venous incompetency. More severe phlebitis 
will give rise to fibrosis of the muscularis with resulting 
mural incompetency. Sometimes obstructions in the deep 
veins cause dilatation in the superficial venous tree, but 
it is certain that valvular and muscular incompetency are 
the root of the trouble in almost all post-phlebitic cases. 
Certain debilitating diseases not actually complicated by 
phlebitis also seem to lead to the development of varicose 
veins. 

Trauma.—An injury to a superficial vein sometimes 
causes a traumatic thrombosis, and, following on this, 
valvular or muscular weakness in the injured vein may 
lead to the development of varicose veins. It is possible 
also that violent exercise may result in the rupture of a 
valve in the vein, and vigorous athletes are often given 
this explanation for their varicose veins in later life. 
The bursting of the posterior tibial vein (ruptured 
plantaris *) is an athletic injury which occasionally leads 
to varicose veins. 

Classification 

Classification of varicose veins is extremely difficult, 
and yet it is very important from a therapeutic and 
Prognostic point of view. First of all grouping may be 
Made according to the veins affected. 

Internal Saphenous Group.—These originate in the 
groin, but often are only visible below the knee. The 
vein from groin to knee being too deep to be visible or 
even palpable, it often happens that it is overlooked and 


left untreated, with the result that recurrence is inevitable 


if treatment is directed to the visible veins only. 


SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


At the present time the favourite solutions are: 





External Saphenous Group—tThese veins terminate at 
the popliteal space, and the largest veins and complica- 
tions develop on the outer side of the ankle. 


Gluteal Group.—These drain into the internal iliac 
veins. They are generally very superficial and extremely 
tortuous, and appear on the back of the thigh. 

Pudendal Group.—These show themselves above the 
pubis and in the scrotum and vulva, and are really in 
the internal saphenous group, as they drain into the 
saphenous vein. They sometimes constitute an important 
pathway following iliac thrombosis, the blood passing 
from the affected leg across the midline into the saphenous 
vein on the opposite side. In these cases the varicose 
veins should be preserved, in other cases injected. 

Deep Veins.—Possibly the word “ varicosity” should 
not be used in connexion with these veins, as, although 
incompetent, they are so supported by muscles that they 
do not distend. Some of the most troublesome complica- 
tions occur in this group. Their presence can be inferred 
when venous circulatory effects develop out of all keep- 
ing with the visible superficial varicose veins. In this 
group lie the worst cases from all points of view. 


The varicose veins themselves can be of many types. 


Telangiectatic veins lie so close to the skin that the blood is 
clearly visible. These veins are often so small that they are 
difficult to inject. The injection with a very fine needle of a 
soapy solution made into “suds” seems suitable for these 
veins because one has visible proof of injection through the 
translucent vein walls. 


Small isolated groups of tortuous veins without any great 
pressure, and only appearing on long standing or in hot 
weather, are very Well treated by injection alone. 

Veins with high-pressure contents—often with an impulse on 
coughing; injection alone gives very temporary results and 
must be supplemented by well-placed ligatures. 

Concealed varicose veins occur in fat or oedematous legs, 
the veins not being apparent because of being buried in the 
subcutaneous fat and showing only when they expand in 
places into cystic dilatations. These veins are easily palpated 
through the skin, and when the oedema is callous they can be 
felt as channels in the subcutaneous induration. Thorough 
treatment by ligature and injection produces satisfactory results, 

Extremely numerous and tortuous veins without remarkably 
high intravenous pressure are often found in fat women past 
the child-bearing age, affecting the whole leg from groin to 
ankle. These veins are very tortuous and involve all the three 
superficial systems, which are interlinked by varicose connecting 
veins. Injection here is beyond human patience, and even 
when supplemented by ligation the results are often dis- 
appointing because of the gluteal anastomoses and incompetent 
deep veins. 

Superficial veins in association with deep incompetency, with 
or without a history of femoral thrombosis, should be very 
cautiously treated, and their abolition may not help the com- 
plications. It has been my custom, if there are no contra- 
indications, to treat these cases by injections alone, and to carry 
these out from below upwards so as to thrombose the venous 
pools lying below the ulcerated or eczematous areas. The 
injections are generally supplemented by support of the leg 
by an elastic stocking or bandage. 


Solutions Used in Injection Therapy 


Many solutions have been suggested since perchloride 
of iron was first used in France nearly ninety years ago. 
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Quinine (12 per cent.) and Urethane (6 per cent.).—The 
maximum dose is 2 c.cm. This solution has a powerful 
sclerosing effect. It is not painless ; it can excite allergy ; 
and personal idiosyncrasy is a danger. In busy clinics 
the patients seem to faint rather frequently, and the 
women patients often have very violent uterine colic on 
the way home and premature menstruation next day. 

Salicylate Solutions—Sodium salicylate and lithium sali- 
cylate (30 per cent.) with tutocain (1 per cent.) in doses up 
to 5 c.cm. are the favourites. Pain is produced, idiosyn- 
crasy is encountered, vertigo and tinnitus may occur, and 
allergy may develop. As with quinine, the tissues slough 
badly when the solution escapes. The solutions blacken 
on standing, but this can be countered by adding a trace 
of sodium pyrosulphite. 

Soapy Solutions——Sodium morrhuate and gynocardate 
(5 to 10 per cent.)—dose up to 5 c.cm.—are the favourites. 
They cause no pain and the tissues tolerate a fair amount 
of leakage of the solution without sloughing. The main 
disadvantages are the allergic manifestations of urticaria, 
eczema, severe sacralgia, and sometimes highly dangerous 
anaphylaxis. The veins also recanalize more often with 
these solutions. Two annoying features are the irregu- 
larity of effect even in the same patient and delayed 
response, sometimes as long as a month after the injec- 
tion. In superficial telangiectatic veins a severe reaction 
may cause sloughing of the injected veins. Sodium 
morrhuate is therefore preferable when intravenous 
pressure is not high and when injections are not likely 
to be numerous. A newcomer in this group is ethamolin 
(ethanomolin oleate), which is painless and seems to pro- 
duce a uniform and steady response and not to slough 
the tissues easily. I have not used it for any lengthy 
period, and it takes a long time to learn the disadvantages 
of any solution, but it certainly appears to be an improve- 
ment on the earlier solutions. Like all other organic 
compounds it must have allergic disadvantages. Fortu- 
nately those are not so important now because of the 
reduced number of injections required after ligature of 
the main vein. All the soapy solutions have the 
advantage that blood does not ooze from the puncture 
after the needle is withdrawn. 


Streng solutions of glucose (50 per cent.) and salt (30 
per cent.) have gone out of favour and are only occa- 
sionally used in allergic cases. 


Technique of Injection 


The patient should be either lying down if the veins 
are large or sitting if small. The standing position 
is fraught with danger. The crouched position of the 
operator and the unsteadi- 
ness of the patient render 
accurate work difficult. Stand- 
‘ing the patient on a high 
table only makes matters 
worse, because fainting is 
common and a serious fall 
may result. Any change of 

Fic. 1—Method of steadying’ position of the patient, releas- 
needle in cork while stroking ing of a tourniquet, or 
the bevel with sharpening-stone. ‘ ; 

emptying of the vein after 
the insertion of the needle is dangerous, as it may lead 
to dislodgment of the needle and misplacement of the 
injection. 

One of the main essentials is a perfectly sharp needle. 
The points are so easily bent over by a slight knock that 
the needle should be scrutinized before use and sharpened 
with a needle hone if necessary (Fig. 1). The needle 











———., 


should be size 12 for all good-sized veins, 16 for smaller 
ones, and 20 for the tiny blue veins just under the skin, 


Order of Injection 


It is logical to inject the higher veins first because 
they feed the lower ones. However, in cases in which 
femoral thrombosis has occurred years previously injec. 
tions should be in the reverse order and only the veing 
below the knee injected, the object being to obliterate 
the lower venous pools, leaving the superficial veins ip 
the thigh as possibly useful channels. 


Intervals of Injection 


Seven days between injections seems the best time, and 
following any sharp reaction a postponement of another 
seven days is wise. It is often quite justifiable to inject 
more than one vein at a time, dividing the sclerosing 
dose between two or three Veins. It is well to start 
a course cautiously, preferably using a non-pain-producing 
solution for the first injection and choosing a particularly 
easy vein. Later on, when confidence is established, 
more difficult and more painful injections will not lead 
to the disappearance of the patient. 


Contraindications to Injection 


General conditions, such as old age, diabetes, high 
blood pressure, and so on, should deter one unless in very 
special circumstances. 

Thrombophlebitis—When there has been a previous 
femoral thrombosis injections should only be carried out 
if varicose veins are producing complications and it is 
seen that there are definite plexuses close to the affected 
skin, and then the injections should not be pursued very 
far. When the patient has a thrombophilic history and 
a very murky past as regards thrombosis and embolism 
on the slightest provocation or an attack of thrombo- 
phlebitis migrans, then it would be madness to give any 
sclerosing injections. I have often seen calamitous results 
from other irritant injections (novasurol, uroselectan, 
etc.) in such people. The bland thrombosis coming on in 
tortuous cystic veins of long standing with very little 
inflammatory reaction is not a contraindication to injec- 
tion as in the vicious types, and one can even go so far 
as to inject the other leg while the thrombosis is resolving 
in the affected leg, under ambulatory treatment. 

Septic Conditions—It is most unwise to inject through 
infected eczematous skin, and it is egregious to counsel 
injecting through the septic floor of an ulcer. Naturally 
any febrile condition (lymphangitis, cellulitis, etc.) is a 
contraindication. 

It is wise not to inject at the time of menstruation, 
and pregnancy is a complete contraindication to injection 
treatment. 


Treatment by Ligature and Injection 


The position of injection treatment at the present time 
is that it is only effective alone in the milder cases with 
low pressure in the veins and no positive Brodie (Tren- 


delenburg) sign; and it is a most valuable adjuvant to. 


the high ligature treatment. This latter treatment would 
be quite ineffective by itself, but, combined with injec 
tions, most beautiful and probably permanent results are 
obtained: the injection treatment now makes a simple 
surgical operation effective, and we are at last saved from 
the humiliation of almost 100 per cent. failure of the 
older operations, even the most ruthless, which in Teutonic 
hands sometimes verged on surgical atrocities (cf. Schede 
and Rindfleisch-Friedel operations). 
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Ligature is the treatment of choice when the veins are 


jarge, show an impulse on coughing, and fill from above 
after lying down (Brodie test). The treble tourniquet 
test of Ochsner and Mahorner is very useful for de- 
ciding if the saphenous vein should be tied in more than 
one place. The tourniquet is placed as shown (Fig. 2) 








Fic. 2.—Positions of the tourniquet used to discover the 
situation of incompetent veins communicating with the deep 
system. N.B.—Veins shown represent some of the different 

- types met with; and arrows mark the four points of possible 

ligature. 

and tight enough to stop the flow through superficial 
veins. If on walking the veins now disappear the infer- 
ence is that the only incompetent valve is at the saphenous 
opening, and a ligature of the saphenous flush with the 
femoral vein is all that is required. If with the tourni- 
quet in the groin the veins do not disappear on walking 
the same test is applied with the tourniquet in mid- 
thigh—then finally just above the knee. By these tests 
another level for ligation of the saphenous is found 
below the incompetent communicating vein thus dis- 
covered. If the veins do not disappear in any of the 
positions, then the external saphenous requires attention 
or there are incompetent deep veins. The four possible 
sites of ligature are therefore as shown in Fig. 2, but it 
must be remembered that the high ligature is essential in 
all cases, the lower ligatures being complementary. 

There is no need to describe the technique of the lower 
ligatures, but the high ligature must be done exactly as 
follows. The patient is instructed to take a bath on the 
day of the operation and shave the pubic hair away on 
the side to be ligated. The line of the incision is 
infiltrated with novocain | per cent. containing 5 drops 
of liquor adrenalini to the ounce. The incision may be 
transverse or oblique at the level of the flexure of the 
groin (Fig. 3), placed over the saphenous opening, which 
is an inch internal to the pulsating artery. The saphenous 


vein is then dissected out and at its upper end a number - 


of radicles joining it and the femoral vein in this region 
are dissected out and double-tied and divided. The im- 
portant named veins thus tied are the superficial epigastric, 
the circumflex iliac, and the superficial external pudendal 


Veins. Sometimes the deep external pudendal comes into 


view. also and is dealt with. The veins here are very 


Variable in their distribution, so a good view must be * 


obtained, and it is necessary in some cases to tie~and 


divide as many as eight branches. All the minor veins 
being dealt with, the saphenous is divided and 2 c.cm. of 
ethamolin is injected into the distal end, after which the 
vein is ligated below the puncture and the proximal end 
tied securely with transfixion. (Fig. 4.) 


The main mistakes made in this operation are: (1) failure 
to tie all the small branches, thus providing channels for 
recurrence ; (2) the saphenous vein is sometimes in two 
almost equal parts, uniting in the saphenous opening, and 
the operation may be carried out on only one of these 
branches ; (3) the femoral vein might be tied, mistaking the 
main saphenous vein for a tributary such as the external 
superficial femoral. 


On completion of the ligature the wound is carefully 
stitched with very fine sutures, and a firm dressing is 
applied with elastoplast in such a way as to prevent any 
contamination of the wound from above. The patient is 
told to refrain from bathing and to return in a week, when 
the stitches are removed and a lower ligature is done if 
it has been indicated by the tests, and, if not, injection 
of the unthrombosed veins is begun. Most gratifying is 
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Fic. 3. Fic. 4. 

Fic. 3.—Situation of oblique and transverse incisions, showing 

how high these must be placed. F = Femoral artery. 
S = Saphenous vein. P = Poupart’s ligament. 

Fig. 4.—A very common arrangement of the veins at_the 
saphenous opening. P = Superficial external pudendal. E = 
Superficial epigastric. I = Circumflex iliac. E.S.F. = External 
superficial femoral. 1I.$.F. = Internal superficial femoral. 
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the speed with which these thrombose and disappear, and 
seldom are more than six injections required to thrombose 
the whole varicose arborization. 

The complication most to be avoided is sepsis, which 
in this region abounds, so it is important to carry out the 
operation in favourable surroundings and with a good 
light, and not entirely single-handed. With patients who 
can aftord it a night and a day in a nursing home is 
probably safest, and in the case of very stout patients this 
stay might be extended to two or three days. It is impor- 
tant, however, not to keep the patient in bed, as this leads 
back to the mortality rate of 1 or 2 per cent. from pul- 
monary embolism which characterized the old-time opera- 
tions. The ambulatory nature of the treatment prevents 
embolism, which is due to soft “ deposition ” thrombi, the 
sequel of venous stagnation. 


Complications of Injection Therapy 


Fainting is troublesome, and is avoided by injecting the 
patient reclining cr sitting back with eyes averted, and by 
clean quick work with a well-sharpened needle. 

Allergic collapse is counteracted by injecting 3 minims 
of adrenaline diluted with 2 c.cm. of water into the varicose 
veins and raising the leg. Naturally, early allergic warn- 
ings such as urticaria should not be ignored, and the 
injection solution must be changed. 
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Excessive reaction and ascending phlebitis should nor be 
treated by rest in bed, because the few deaths from em- 
bolism after injection have all occurred in this way. The 
clotted veins must be covered with pads of sorbo sponge 
a quarter of an inch thick and above the highest clot with 
a pad half an inch thick, and the whole leg then bandaged 
firmly with elastoplast from toes to the highest pad. Very 
firm pressure is needed, and the patient's protests about the 
tenderness of the veins must be ignored, because in a few 
hours the most remarkable comfort will be experienced. 
The bandages are worn till all inflammation has gone. 


Necrosis is best treated in the same way, and the treat- 
ment is best not left till the skin has broken and the secret 
is out. Great comfort is secured, and the separation of 
the slough is not cbserved by the patient. Healing occurs 
very smoothly and, the lesion being out of sight, reproaches 
are fewer and the frequent regrettable changes of doctor 
may be avoided. 


REVISION OF THE “ BRITISH 
PHARMACOPOEIA ” 


In a lecture to the Pharmaceutical Society of Great Britain 
on April 9 Dr. C. H. HAmMpsuire, secretary of the British 
Pharmacopoeia Commission. described the work which 
has been proceeding steadily since 1936 with a view to the 
publication of the new volume of the British Pharmaco- 
poeia in 1941. Dr. Hampshire stated that the work of 
most of the committees has reached a stage at which 
publication of recommendations is possible ; already four 
reports have been published and others are in preparation. 
None of the matter recommended for inclusion can be 
regarded as finally approved; everything is subject to 
reconsideration in the light of comments and of additional 
information which may be received. 

Publication of the next issue is likely to be delayed by the 
war, though the work of revision goes on, and addenda may be 
published from time to time. The policy of the Commission 
has been to make the Pharmacopoeia conform so far as 
possible to current international agreements. 

The Pharmacopoeia was intended originally to provide a list 
of medicines and compounds and the processes for prepara- 
tion, the idea being to keep so far as possible in line with 
current medical practice, but food and drug legislation has 
given it also the position of a book of standards, and has 
made it necessary that the definitions, tests, and analytical 
control should be as complete as possible. Dr. Hampshire 
mentioned that the next Pharmacopoeia would include many 
more galenicals and compounded preparations of special 
repute. Some of these are already described in the Codex 
of the Pharmaceutical Society, to which, at the last revision 
in 1932, many such preparations were transferred. 

Substances which are the subject of patents were not 
formerly described unless licences to manufacture had been 
granted to a number of firms. The modified rule has now 
been made that certain substances may be included if the 
patent rights are due to expire within a few years after the 
publication of the British Pharmacopoeia. 








Chemicals and Galenicals 


The new organic chemicals include sulphanilamide (para- 
amino-benzene sulphonamide), which is recommended as the 
best-known member of the sulphonamide group free from 
patent complications. Mandelic acid and calcium mandelate 
are also included, as is calcium laevulate, used as a means of 
giving calcium by injection, and recommended for inclusion 
in order that- methods of preparing and sterilizing injections 
may be defined. Concentrated infusions and concentrated 
aromatic waters were introduced for the first time into the 
current Pharmacopoeia. The principle of defining concen- 
trated preparations which can be diluted by the pharmacist 


ay, 


at the time of dispensing has been applied more widely during 
the present revision. The proposed formulas for a number 
of syrups are now based upon the dilution of a tincture or 


liquid extract, or of a specially prepared concentrated solution 


with syrup. 

In order to meet the difficulties which have arisen from the 
use of the various names and synonyms for ointment con- 
taining metallic mercury it is recommended that the ointment 
of mercury of the current Pharmacopoeia, containing 30 per 
cent. of mercury, should be continued with the synonym 
“mercury ointment,” and that a diluted ointment of mercury, 
containing 10 per cent., and carrying the synonym ™~ blue 
ointment,” should be introduced, with the note: ‘ When 
mercury Ointment or mercurial ointment is prescribed or 
demanded, diluted ointment of mercury shall be dispensed or 
supplied, unless, on inquiry, it is ascertained that ointment of 
mercury is required.” 

The principal preparations of the vitamin group recom: 
mended for description are standardized concentration solu- 
tions of vitamins A and D. As regards sera and other 
biologically tested preparations, the Pharmacopoeia is kept 
closely in line with the regulations under the Therapeutic 
Substances Act, and extends to other parts of the British 
Empire, in which it is accepted as a legal standard, the control 
of biologically tested substances which is provided by ihe 
regulations themselves so far as Great Britain and Northern 
Ireland are concerned. 


Correspondence 








Owing to the restricted supply of paper the space devoted 
to correspondence has had to be curtailed. A number of 
letters received for publication have therefore had to be 
held over. 


The Suprapineal Arachnoid Body 


Sik,—This name has been suggested by Professor W. E. Le 
Gros Clark in his article on “A Vascular Mechanism 
related to the Great Vein of Galen” in the Journal of March 


23 (p. 476) to denote a “ vascular granulation ” situated in the — 


receding angle between the termination of the great vein of 
Galen and the straight sinus, and lying above and behind the 
pineal body. The granulation is described as “closely 
resembling a much enlarged arachnoid granulation” or 
Pacchionian body, and the hypothesis is put forward that 
this structure may play an important part in regulating the 
venous flow through the great vein of Galen or vena cerebri 
magna. A photomicrograph of a sagittal section through the 
granulation and adjacent structures in a human subject shows 
the general relations of the arachnoid body, and more par- 
ticularly (1) the junction of the great vein of Galen with the 
commencement of the straight sinus, (2) the relation of the 
apical portion of the arachnoid body to the vein and sinus, 
(3) the superior vermis of the cerebellum on which the base 
of the conical arachnoid body rests, (4) longitudinal sections 
of portions of a fine nerve, which has been traced by the 
author “from the pineal gland to the floor of the straight 
sinus, which it reaches after passing through the suprapineal 
body.” The apex of the granulation is stated to be adherent 
to the dura mater and to narrow quite definitely the entrance 
of the vein into the straight sinus, and the view is expressed 
that if the “sinusoidal vessels” of the granulation become 
distended the granulation will bulge upwards into the floor of 
the anterior end of the straight sinus—‘ the thin lower lip of 
the opening of the sinus being pressed in contact with the 
upper lip, where the latter forms a sharp angle with the dorsal 
wall of the vein of Galen.” “In other words, the structure 
seems to form a ball-valve mechanism, whereby the venous 
return from the third and lateral ventricles may be impeded.” 

There are two principal points in this description and the 
hypothesis based upon these observations which are open to 
criticism. 
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The typical arachnoid granulations found in the superior 
sagittal sinus, lacunae laterales, and elsewhere show numerous 
spaces, which are the meshes of the central arachnoid -core ; 
put these are non-vascular, are filled with cerebrospinal fluid, 
which is continuous with that in the general subarachnoid 
space, and they are not lined with a vascular endothelium ee 
moreover, they do not usually contain blood corpuscles. In a 
typical arachnoidal granulation there is certainly no “rich 
plexus of sinusoidal blood vessels and large interconnecting 
blood sinuses.” The body described thus differs in a very 
essential manner from a typical arachnoidal granulation. 

Although it is well known that nerves belonging to the 
sympathetic system are traceable from the superior cervical 
ganglion of the sympathetic chain to the brain, and so reach 
the choroidal vessels and vessels supplying the pineal organ, 
and also that there is both an anatomical basis for, and ex- 
perimental evidence of, a vasomotor mechanism controlling 
the calibre of the blood vessels of the brain and choroid 
plexuses, it is very doubtful whether these nerves would act 
in a specific manner on the sinysoidal vessels of the body 
which is described; and it seems to be still more doubtful 
whether the ball-valve mechanism which is suggested would 
be the means by which the circulation of blood in the 
choroidal plexuses of the lateral and third ventricles would be 
controlled. 

Further, the implication that the nerve shown in the figure 
originated in the pineal body and that the pineal body plays 
a part in this control through the nervus conarii—which is 
expressed in the final sentence of the caption beneath the 
figure: namely, “A fine nerve (nervus conarii) on its way 
from the pineal gland to the floor of the straight sinus, which 
it reaches after passing through the suprapineal body "— 
appears to be entirely unwarranted. Giuseppina Pastori,’ in 
an examination of approximately 100 specimens of the pineal 
body, found only one undoubted example of a true ganglion 
cell. These specimens were prepared according to the 
methods of Cajal, Walter, and Nissl, and involved a system- 
atic examination of thin serial sections, including, in addition 
to human epiphyses, fresh material obtained from rabbits, 
cats, and dogs. This single ganglion cell was found in the 
pineal body of a woman aged 63, which was stained by the 
Niss| method. Pastori, however, is of opinion that in spite 
of the undoubted distinction between true ganglionic nerve 
cells and the pineal parenchyma cells, there is an anatomical 
basis for believing that the latter are nervous in nature rather 
than secretory, since the pineal cells have processes resembling 
those of nerve cells ; the pineal cells have the same affinity for 
silver and gold chloride solutions ; the end-knobs of the pineal 
cells remind one of certain fine nerve-endings, and the relation 
of the pineal cells to the supporting glial tissue is similar to 
that of nerve cells to the neuroglia. But whether or not the 
pineal organ is capable of acting through the nervus conarii 
on the vascular sinuses described in the suprapineal arachnoid 
body, it is extremely unlikely that the secretion of the cerebro- 
spinal fluid would be regulated or influenced in the manner 
Suggested by a ball-valve mechanism retarding the return of 
blood through the great vein of Galen—We are, etc., 


R. J. GLADSTONE. 


London, April 4. Cecit P. G. WaAKELEY. 


The Hunterian Method 


Sirn,—The answer to Dr. A. J. E. Cave’s criticism of certain 
Temarks which I made in a recent review is contained in the 
first sentence of the second paragraph of his letter (Journal, 
March 30, p. 544). He there quotes me correctly as referring 
to the “so-called Hunterian method,” and his later statement 
that “ your reviewer identifies the Hunterian method with the 
comparative approach exclusively ” is, therefore, obviously 
quite unjustified. Of course, Hunter was a great experimen- 








ee. H. Die Adergefiechte des menschlichen Gehirns. Berlin, s. 152, 


*Key, A., and Retzius, G. Anatomie des Nerven:ystems und des Bindes- 
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talist, and Dr. Cave does well to draw attention to this well- 


known fact. Hunter constantly used the experimental method, 
but he also employed another, less direct, method in his 
inquiries—the method of pure comparative anatomy. Un- 
happily, as Dr. Cave’s letter indicates, this second and purely 
accessory method has in the past been the main interest of 
many professional anatomists in this country, who have failed 
to realize that, if they would follow the true Hunterian 
tradition, in many investigations such a method is profitable 
only if it is combined with experimental observations. That 
the term “ Hunterian-method ” has come to imply merely the 
comparative anatomical (as opposed to the experimental) 
approach is certainly unfortunate, but the reviewer can hardly 
be blamed for this misconception.—I am, etc., 
Oxford, April 9. W. E. LE Gros CLARK. 


Results of Fascial Sutures for Herniotomy 


Sir,—Although the figures of individual surgeons may be 
small they will afford valuable evidence in the aggregate if 
exponents are given the opportunity of publication. Such 
figures may help by showing an improvement on the depress- 
ing results of the ordinary operation in which catgut or other 
artificial stitches are used (see report by Mr. Max Page in 
the Journal of November 17, 1934, p. 896). 

The admirable article by Mr. W. Gray (April 6, p. 568) 
prompts me to furnish evidence of a small series of cases 
operated on between 1930 and 1935. The results tally closely 
with his. Of the total of fifty-one patients, thirty-one were 
traced three or more years, sixteen for five to eight years. 
The only selection of cases was that the method is reserved 
mainly for large hernias in older patients. Only nine patients 
were under 40 years. Spinal anaesthesia was the routine. 
Of thirty-one patients traced three had bilateral operations, 
making thirty-four repairs. Out of thirty-four repairs there 
were two recurrences, making a recurrence rate of 5.9 per cent. 

A notable variation in method is that the sutures were 
derived from the thigh instead of from the external oblique 
as in Mr. Gray’s series. It may be a surgical fad, but I 
prefer, when closing a gap, to avoid taking tissue from and 
weakening adjacent parts. Further, it still needs to be em- 
phasized that the long incision in the skin of the thigh is an 
unnecessary infliction. Through a two-inch incision at the 
knee, strips from the fascia lata are rapidly cut by the aid 
of a fascia cutter, a procedure I described in the Journal of 
August 1, 1931 (p. 194). To guard against haematoma a 
rubber strip is left for a day, and, although nothing beyond 
three skin stitches is inserted in the thigh, disability is nil 
or trivial.—I am, etc., 


Bristol, April 8. A. WILFRID ADAMS. 


Safe Obstetrics 


Sir,—I have read Dr. Rufus Thomas's paper (Journal, 
April 6, p. 562) with great interest, for I have studied the work 
of the Croydon County Borough Maternity Service since its 
inception some six years ago. I believe this was one of the first 
areas to make a real effort to obtain the fullest possible 
co-operation between its public health officials and the general 
practitioners of the district. The results now published are 
extraordinarily good, but there are two points not brought 
out in the article which the reader should know if he wishes 
to form a judgment of the true value of the service. 

It is not made clear in the article whether the period taken 
for the analysis is_the interval between successive maternal 
deaths. 1 think it must be, for the clinical report of the 
service, which the medical officer of health has kindly sent 
me, states that there were two deaths directly due to preg- 
nancy in the cases attended in the beds of the service in 
1938. As Dr. Thomas's period begins on January 3, these 
must have taken place in the two preceding days. The third 
death would have occurred on June 5, 1939. The long spell 


clear from deaths is thus partly due to the chance spacing 
of these three deaths. 


There is no need for Croydon to 
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rely on any such fortuitous circumstance, because _ its 
official maternal mortality for 1938 was 0.87 per 1,000 births, 
the lowest recorded for any county borough for any year 
since statistics have been published. There were only three 
maternal deaths classified as due to pregnancy and childbirth 
in the borough: one of the 1,319 booked cases attended in 
the beds of the service, one in the 2,111 cases attended in 
their homes or in nursing homes by general practitioners 
and midwives, and one of a patient atténded at home and 
removed to hospital for post-partum haemorrhage. This 
record will take a lot of beating, and seems to me more 
impressive than the figures which have been adopted for the 
title of the paper. 

The other point is that it is inferred, though not directly 
stated, that the good results are due to the excellence of the 
service, and I do not think this is altogether justified. In 
1936, although the service had then been working for four 
years, Croydon’s maternal mortality rate was as much as 
3.56 per 1,000. It was only after this that the remarkable 
diminution occurred, and this synchronized with the introduc- 
tion of sulphonamide for the treatment of uterine sepsis, 
whereby the deaths from this cause were more than halved. 
Surely this outstanding factor should have received attention 
in such an analysis as we are considering. 

These criticisms are not intended to belittle the good work 
which is being done in Croydon but to show that the effects 
of the service are not quite so clear-cut as Dr. Thomas in 
his enthusiasm would lead us to believe.—I am, etc.., 

Poplar, E.14, April 8. W. H. F. Oxtey, F.R.C.O.G. 


Derris as an Insecticide 


Sir,—A letter by Mr. A. N. Smith appeared in your number 
of March 23 (page 506) describing the unpleasant effects of 
powdered derris root, as experienced in a factory where this 
material is ground. It is extremely interesting to have this 
first-hand information. At the same time it should be under- 
stood that there are factories in which men work (in a mask) 
without intermission and without extra pay; this is probably 
brought about by careful control of the dust. 

The case of the men in grinding rooms is perhaps a rather 
special one. Has anyone information showing that derris 
powder or extract, used in the ordinary way as an insecticide, 
is harmful to man? Great quantities are used in veterinary 
medicine and horticulture. I know of one charitable institu- 
tion in England where a derris and soap emulsion has been 
used against head and body lice on about 300 to 350 men 
a year for fully twenty years. There is no record of com- 
plaints even when the material is put on an ulcerated or 
impetiginous scalp. The matter is important, for the material 
has great value as an insecticide.—I am, etc., 


P. A. BUXTON, 
London School of Hygiene and Tropical 
Medicine. 


April 11. 


Deformities of Nails 


Sik,—In connexion with the article by Mr. S. T. Irwin on 
deformities of nails in the Journal of April 13 (p. 624), I 
should like to record an observation of the late Mr. Wilfred 
Trotter, characteristic of the way he applied the “ Trotter 
touch” even to the most minor surgery. He pointed out that 
if the nail was dissected off instead of being avulsed in the 
manner described by Mr. Irwin, which appears to be the almost 
universal practice, much less after-pain is produced. The nail 
is split down the middle, and each half lifted outwards in turn, 
the nail being separated from its bed by light touches with a 
scalpel. Instead of the usual velvety appearance of the nail 
bed, with multiple oozing points, it is smooth and relatively 
bloodless, and there is no question about the added comfort to 
the patient. 

However, [ suppose that, because it is easier and quicker, 
nails will continue to be avulsed by all and sundry in the time- 
honoured fashion.—I am, etc., 


Guildford, April 13. G. H. STEELE, M.S., F.R.C.S. 


ay 


The Thomas Splint in First-aid Work 


Sir,—Dr. R. M. Greig in his letter in the Journal of 
April 13 (p. 633) makes the following statement: “In the 
field or in civilian air raid casualties the Thomas splint should 
be applied on the spot wherever possible... .” That. this 
splint played a part of great importance in the last war, 
and that it will probably continue to do so in the work of 
the medical services of our present fighting forces, no one 
can deny. 
ticular in that type of first aid which we visualize will be 
required after civilian air raids, is a matter upon which ] 
personally would like to hear opinions from other members 
of the profession. 

Trueta did not seem to have much use for splints of any 
kind in the first treatment of air raid casualties in Barcelona, 
Nor is the Thomas splint mentioned in that interesting publi- 
cation, A.R.P. Memorandum No. 10, The Training and Work 
of First-aid Parties, which states: “ Time should not be spent 
in elaborate splinting or dressing, the simplest of the appro- 
priate procedures being chosen (for example, in certain cases, 
‘splinting’ a fractured leg by securing it to the opposite 
one... .):- 

Within my own experience in industry, where apart from 
war there is perhaps the greatest field for first aid, and in 
that of many of my colleagues engaged in the same work, 
the Thomas splint has so far been unnecessary.—I am, etc., 

Birmingham, April 13. DONALD STEWART. 


Work of Medical Boards 


Sir,—Dr. J. E. Middlemiss in his letter in the Journal of 
April 6 (p. 587) has missed the point of my suggestion that 
“cerebral dysfunction” should be substituted for ‘ mental 
deficiency ” on Grade 1V forms handed to the recruits. Its 
sole object was to spare the feelings of the parents and rela- 
tives of the mentally deficient. Naturally they would not feel 
very happy when, asked why the lad had been rejected, they 
were compelled to reply that it was because he was “ batty.” 
From the very first my Board strongly objected on_ these 
grounds to the term “ mental deficiency,” and we set about to 
discover a synonym which was impressive but meant nothing. 
A member then remarked that in the South of Ireland rela- 
tives, when told that a relation was suffering from a disease 
whose name conveyed no meaning to them, informed all 
inquirers that (say) ‘“ Mickey” was suffering from a “ grand 
disease.” And so, after deep cogitation, we hit on “cerebral 
dysfunction,” which, if it means very little, is surely a “ grand 
disease.” 

While on the subject of Grade IV. why write on it the 
medical reasons for such a grading for any type of rejects? 
Logically, we should also write the reasons on the ordinary 
grade card for any recruit below Grade I. Why not have 
printed on the Grade IV form “ permanently incapacitated on 
medical grounds from military service,” or some such ex- 
pression? Also, why not get recruits to sign, if possible, 
Grade IV form? They sign the ordinary grade card; why 
not Grade IV form? These forms can be put to improper 
use. 

The tenor of Dr. Middlemiss’s letter suggests that he is 
permanently a No. 1 Bay examiner. Although admittedly a 
man may become an expert in the duties of his particular 
Bay, is there not ‘a danger that such a man may get into a 
groove—especially if any part of the examination is his 
specialty—and gradually fail to see the wood for the trees? 
My Board recognizes this danger. Members rarely occupy the 
same Bay twice running. In other words they are all inteér- 
changeable. They thus get a ‘sound working knowledge of 
the duties attached to each Bay. I, myself, at least once a 
week absent myself from a session, and each member in strict 
rotation acts as chairman. All my members have by now 
taken the chair on at least four occasions. I am blessed with 
a very capable Board, all the members of which are now 
experts in correctly interpreting M.R.B.1, and have breadth of 
view which makes my position as chairman very pleasant. I 
also keep in a book a detailed record of each case sent to 


But its use in first aid generally, and in par. 
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a consultant and a note of the name of the member most 
immediately interested ; I enter the replies when received and 
take every care the member sees it. Any member has access 
to this book at any time, and very interesting reading it 
makes. 

And so it comes about that every session is a clinical meet- 
ing. The general result is that there is no monotony, everyone 
remains keyed up, and a doubtful grading is discussed with 
knowledge and toleration. I wish some other chairman 
would comment on Dr. Greenfield’s paper (February 24, p. 
311), or discuss some of the many interesting problems in the 
light of M.R.B.I. which crop up in the day’s work.—I am, etc., 

Birmingham, April 7. J. ATTRIDGE WILLIAMS, M.D. 


War and the Medical Services 


Sirn,—The principle has been established now for so many 
centuries that the younger generation of the day is inevitably 
inferior in spirit, courage, determination, manners—in fact, in 
every human virtue—to that which preceded it that it would 
be a rash presumption on my part to attempt to deny its 
truth as restated by your correspondent “ Emergency Officer ” 
(Journal, April 6, p. 591). After all, I, who was safe in my 
nursery at the time when he and his contemporaries were put 
to the test through which they came with such high honour, 
can no more fairly judge of their qualities than of those of 
the heroes of tradition. But since “ Emergency Officer” has 
given credence to a rumour that conscription is about to be 
forced upon the profession because of the craven self-interest 
of the “under 30’s” I beg leave to point out a few facts 
which may serve to make the degeneracy of my generation 
appear a little less nearly complete than he implies. 

As the memory of those who are wont to dwell upon the 
glories of the past is notoriously poor for recent events, 
“Emergency Officer” may perhaps be excused for his failure 
to realize how incomparable were the circumstances in August, 
1914, with those of September, 1939. But he may be able to 
recall that before the present war there was widespread 
anticipation, shared by those in high authority, that its out- 
break would be marked by large-scale aerial bombing attacks 
on the cities of this country. Profiting, no doubt, from its 
memories of 1914, the Government took steps to ensure that 
its emergency hospital organization would not be embarrassed 
by a wholesale desertion of housemen, such as “ Emergency 
Officer” describes. by clapping them all under contract with- 
out (in my limited experience) so much as a by-your-leave, 
and placing them under a moral obligation not to ask 
to be released for at least three months. Apart from those 
who had prior obligations in the Territorials and similar 
organizations, and who assumed them with alacrity, the house- 
men of 1939 were given no opportunity to emulate their 
predecessors of 1914. It would be unkind and indeed sacri- 
legious to suggest that it was past experience again which led 
the Government’ to raise the pay of housemen to a level 
comparable with that of a lieutenant in the R.A.M.C. as an 
additional inducement to them not to leave their posts; but 
it does at least indicate that, in official eyes, E.M.S. was con- 
sidered as “active service.” And if, despite “ Emergency 
Officer's °° doubts, these ‘“ younger .men” had inherited any 
of the restless enthusiasm of 1914 and had a yearning to 


express it in uniform, the feeling that they might be nearer. 


the front line staying where they were was sufficiently vivid 
to salve their conscience. 

As for the “under 30°s” who were not “trapped” in the 
E.M.S., a great many enlisted at once, as witness the length 
of the Central Emergency Committee’s waiting list during the 
first three months. But any who had not yet held a hospital 
appointment were told that they would be more acceptable 
when they had, and this has now been made virtually com- 
pulsory. And the remainder,.apart from the minority who 
were housemen at non-E.M.S. hospitals (whose number I 
cannot give, but whom I believe to be comparatively few), 
were presumably in practice and should be classed with the 
“30’s to 50's.” 

And what has happened since the end of the first three 
months? There must, I seem to hear ‘“ Emergency Officer ” 


saying, be plenty of young men who have been released from 
their house appointments between then and now; why are 
they not in uniform? Well, if they are not in uniform, I 
don’t know where they are earning their bread-and-butter. 
The number of hospital vacancies advertised is growing, but is 
still well below the peacetime normal. In any case, hospitals 
have been asked not to give house appointments to men who 
have already done six months as housemen, and there are 
precious few more senior jobs to be had since the E.M.S. 
made most of them permanent. Nor can they be making their 
living as locumtenents, since the difficulty of obtaining a 
deputy for a sick general practitioner is notorious. But per- 
haps these missing members of a third-rate generation are 
hiding in idleness, sponging on their parents—the wasters! 

I have sufficient confidence in the qualities of the younger 
generation of to-day to believe that they at least are not 
willingly responsible for the necessity for conscription. The 
“under 30's” form but a small minority in the profession, 
and their contribution to the armed Forces must be smaller 
than was possible in 1914. The vast system of emergency 
hospitals cannot be left in charge of a reduced staff of 
“ crocks”’; the danger of attack from the air is by no means 
over ; and besides, the Forces are also using the E.M.S. Thus 
a vast number of néwly qualified men are held back—not, 
perhaps, as many as the numbers of peacetime housemen, 
because the appointments are shorter, but probably far more 
than in the last war. There are doubtless a few ex-housemen 
who have delayed what they regard as their inevitable entry 
into the Services so as to attempt some higher examination. 
They cannot be numerous, and can they be held to blame? 
The war promises to last a very long time compared with 
the anticipations of 1914. And the impression of inactivity 
on most fronts has been reinforced by the reports of con- 
temporaries who have found in the Forces that in the absence 
of hostilities the medical officer is reduced to the position 
of an ill-equipped general practitioner with a negligible prac- 
tice. Who, then, can blame these takers of the Fellowship 
and the Membership if they feel that they can be spared from 
the Forces at least a little longer; that they will be more 
use with a littlke more knowledge ; and that after four or five 
Or more years of war they may well feel disinclined to spend 
time and money on what “Emergency Officer” admits to 
have been necessary after the last war—‘relearning their 
medicine’! Your correspondent points out that the medical 
officer has responsibilities other than the purely medical, and 
the newly qualified will feel flattered that he considers them 
fit to bear them. But he admits that, primarily, they must be 
‘““ good doctors.” If experience counts for anything in doctor- 
ing, he should be thankful that the mistakes of the last war 
have been remembered and care taken that the welfare of the 
fighting men shall not be wholly in the hands of boys fresh 
from the examination room.—I am, etc., 


April 8. “ TWENTY-SEVEN.” 


Sirn,—As one of the “under 30’s” I should like to point 
out to * Emergency Officer ” (Journal, April 6, p. 591) that the 
reason for the shortage of medical practitioners in the armed 
Forces is not entirely the failure of the younger doctors to 
offer their services to the country. Personally I applied for 
a commission in the R.A.M.C. the day after war broke out to 
the Universities Recruiting Board, and apart from a formal 
acknowledgment a few days later I have received no com- 
munication from them or anybody else. If all the doctors 
who applied for commissions at the outbreak of war had 
been granted them I do not think the response would have 
compared unfavourably with 1914.—I am, etc., 


April 6. ** HOUSE-SURGEON.”’ 


Sir.—A letter in the Journal of April 6 (p. 591) from 
“Emergency Officer suggests to me that the reasons for the 
reluctance of the “under 30’s” to join the R.A.M.C. have 
not yet been explained, and I hope to put some of them 
forward here. 

Many of us have some higher degree—an F.R.C.S., an 
M.R.C.P., a D.L.O., etc.—and are at the beginning of what 
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we hope will be a “specialist” career. On inquiry at the 
War Office we are told that we have not sufficient experience 
to be rated as specialists, and that we can only be taken in 
as ordinary M.O.s (although many of us are better trained 
than some of the provincial specialists in the Army at the 
present time). There are no arrangements in the R.A.M.C. by 
which our specialized training can be used to the best advan- 
tage to the patients, to the country, and to ourselves. It is 
said that by making application through his commanding 
officer the young specialist may obtain a suitable appointment, 
ut the experience of those already in the Army does not 
lead us to expect much from this. 

“Emergency Officer™ tells us that after the last war “we 

. relearnt our medicine and made good,” and that one of 
our functions is that of “ soldiers’ friend and counsellor,” like 
the padre. I do not doubt the need for such friends and 
counsellors, but is it really true that no better use can be 
made of our long and arduous training than that we should 
forget it and take on this function? Is this really the best 
that a man who has spent many years learning surgery can do 
in a war? Or is there some bad organization somewhere? 
“ A soldier first and a doctor second” is another éxpression 
that has been used, and leads to suppose that our training 
is going to be wasted. 

It is this idea, firmly fixed in our minds, that deters us from 
the Army. We feel that we can be more useful as doctors than 
soldiers, and so we are staying doctors as long as possible. 
Perhaps these ideas are quite mistaken ; but if they are no one 
has yet done anything to correct them.—I am, etc.., 

April 10. *“ RESIDENT SURGICAL OFFICER.” 


The Battalion Medical Officer 


Sirk,—In your issue of April 6 (p. 591) you published a letter 
by “ Emergency Officer” in which he raises important ques- 
tions regarding the battalion medical officer. I venture to 
support his contention that the battalion M.O. holds an almost 
unique position in the medical services of a division. The 
M.O. represents the whole medical profession to the officers 
and men of his battalion. In the last war it was my experi- 
ence that the men relied on the M.O. with an almost pathetic 
confidence: any failure to justify their confidence reflected 
not only on the particular M.O. concerned but on the whole 
medical service of the Army. My personal experience taught 
me that the battalion M.O. should receive special attention in 
the way of training. For example, he should be familiar with 
the work of a casualty clearing station, for he can then deal 
with casualties in the way best suited to the surgeons behind 
him. He should be familiar with the work of the field ambu- 
lances, as the supporting field ambulance performs important 
duties in collecting casualties from the battalion aid post. 
But, in addition to all this, the successful battalion M.O. 
must know his men and be sufficiently approachable for the 
men to realize that he can be consulted on all sorts of matters 
which the N.C.O.s and men do not care to discuss with their 
company or section officers, and certainly not with the 
battalion chaplain. 

The theatre of this war is still quite uncertain, and it may 
well be that active fighting may take place in arctic or tropical 
climates. These possibilities bring their own medical problems, 
and the battalion M.O. should have some first-hand knowledge 
of tropical medicine and of hygiene in special climates. 
“Emergency Officer” mentions shell-shock. There is no 
doubt whatever that a battalion M.O. can do a great deal 
towards preventing neurotic breakdown in conjunction with 
the combatant officers of the battalion. All this means that 
the battalion M.O. should be a man of experience and of 
maturer years than the youngster of the last war. Are there 
not many doctors who had experience of battalion work in the 
first German war and who are still sufficiently fit physically to 
take it up again, possibly with their old units? I cannot see 
any reason why men up to 55, provided they are reasonably 
healthy, could not return to the medical post of which they 
have already had experience, and which, in my opinion, is one 
of the most important medical services our profession can 
render to troops in the field—I am, etc.; 

April 10. “ OLD BATTALION M.O.” 


———eeap 


Peptic Ulcer in the Services 


Sir,—The recent correspondence on the surgical treatment 
of duodenal ulcer began in the belief, and looks like finishing 
with the conclusion, that surgical intervention is ill advised in 
recruits intended for general service. Few will quarrel with 
this. It would, however, be a pity to allow a generalization 
to grow from this special case, for I believe there is much to 
be said generally for the operative treatment of duodenal 
ulcer. 

The very failures of the last few years (S. T. Irwin, Journal, 
March 30, p. 545) point the way to sounder surgery. Briefly, 
I believe the aim of the operation is to reduce acidity and 
that this is achieved by pylorectomy with vagotomy. This is 
not all the story, but the proper scope of a letter is limited, 
and I hope shortly to publish details and results. In the 
meantime I should like to endorse Mr. Irwin’s appeal for 
others to publish their results, and I should value, personally, 
private communications from any who may not wish to rush 
into print.—l am, etc., 

Liverpool, April 8. CHARLES WELLS. 


Ambulant Treatment of Peptic Ulcer 


Sir,—Dr. J. C. Hawksley (Journal, April 6, p. 586) thinks 
there is a danger with this treatment of certain ulcers becom- 
ing fibrotic and failing to heal on subsequent bed treatment, 
I feel this danger is a possible rather than a probable one, 
Many ulcers with histories much longer than one year heal 
and remain healed on proper treatment. However, it is a 
point on which one should perhaps keep an open mind— 
I am, etc., 

London, W.1, April 8. 


Foodstuffs for Therapeutic Use 


Sir,—No doubt many people will be relieved to know that 
sufficient suppiigs of liquid paraffin are available for medical 
purposes (Journal, April 6, p. 581). 1 should like, however, 
to draw attention to the difficulty of obtaining even small 
quantities of whole wheat grain. A number of my _ patients 
who have been weaned from their paraffin addiction by the 
substitution of frumenty have found that the whole wheat 
necessary for its preparation is no longer to be had, having 
been commandeered by the Government. I write to suggest 
that whole wheat grain should be provided by the Food Con- 
troller on medical prescription.—I am, etc., 

Shipley, April 6. H. S. RUSSELL, B.Sc., M.D. 


Napkin Rash 


Sir,—Practitioners who work in infant welfare centres 
would welcome any helpful suggestions for the prevention 
of ammonia dermatitis in infants. After grappling with the 
problem at welfare centres in this city for the past six years 
I have reluctantly come to agree with Dr. I. Gordon (Journal, 
March 9, p. 383) that prophylaxis remains an_ unsolved 
problem. 

I should like to add one point to the excellent description 
which Dr. Gordon gives of the aetiology of the condition— 
namely, the curious way in which periods of - ammoniacal 
odour in the napkins and of dermatitis alternate with periods 
of complete freedom from the condition independently of 
change of diet, of change in method of washing the napkins, 
or of other change in daily routine. Mothers frequently 
state that the attacks appear “ whenever the baby is teeth- 
ing,” but, since teething is a more or less continuous process 
from 6 months to 24 years, and ammonia dermatitis occurs 
discontinuously, it is difficult to establish a definite correla- 
tion between the two conditions, although their age incidence 
is similar. 

Descriptions of ammonia dermatitis do not lay stress on 
its intermittent character, but this feature is obviously of 
importance in assessing the efficacy of methods suggested for 
its prevention. For example, | advised the use of diluted dettol 
for the final rinse of the napkins in a series of cases, and at 
first the results seemed most satisfactory. But later a number 
of the babies came back with a recurrence of the dermatitis 
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although the dettol had been used continuously. It seemed 
clear that a number of the earlier apparent successes had 
been due to spontaneous remissions. It seems reasonable to 
suggest, therefore, that until adequate trials have shown that 
recurrence does not also take place when using 1 in 4,000 
perchloride of mercury for the final rinse of the napkins it is 
unwise to distribute so dangerous a drug widely in working- 
class homes.—I am, etc., 

Assistant Medical Officer of Health, 

Oxford, April 8. 


MARY FISHER. 


Sterilization of Syringes and Needles 


Sir—I would like to make what I hope is a real contri- 
bution to the sterilizing of syringes. Surely the central bone 
of contention is the disinclination of many to use the ordinary 
boiling water or steam methods which are in use for practi- 
cally every other instrument without further question. I am 
inclined to think that a great factor against boiling syringes 
is the heavy casualty rate among these instruments unless 
unusual care is taken to let them warm up gradually, and so 
avoid disasters resulting from the difference in the coefficients 
of expansion of glass and brass. This is easily overcome by 
using all-glass syringes, which are not only cheaper but 
mechanically more efficient in construction. In my experience 
their useful life is as long as any make of glass-and-metal 
syringe.—I am, etc., 

Shrewsbury, April 10. J. G. C. SPENCER. 


Defence of Research 


Sirn—In view of the renewal of the great efforts made by 
“antivivisection societies in the war of 1914-18 to deprive 
our military forces of the protective inoculations considered 
necessary for the success of our arms by all military medical 
experts, may 1] mention that the Research Defence Society 
will be glad to forward to any member of the medical pro- 
fession who applies to them a recently published pamphlet, 
Protective Inoculation of the British Military Forces. lt 
would be of special interest to those engaged in the examina- 
tion of recruits. 

We can also send reprints of articles, * Twelve Truths about 
Animal Experiments,” “ Antivivisection * Ethics’,” and ~ Pro- 
phylactic Inoculations against Animal Diseases in the British 
Empire.” These leaflets will enable medical practitioners to 
reassure any of their patients whose feelings may have been 
harassed by the habitual disparagement by the opponents of 
medical research of all the great advances of the past century 
due to the experimental methods, so essential to the progress 
of a biological science such as medicine.—I am, etc., 

LEONARD ROGERS, 
Treasurer, Defence Research Society. 
11, Chandos Street, W.1, April 10. 


—_——_____ pubetaees ROL AEE 





The Services 














CASUALTIES IN THE MEDICAL SERVICES 
RoyaL Navy 


Among the officers of H.M.S. Gurkha, which was sunk in 
action off the Norwegian coast on April 10, was Temporary 
Surgeon Lieutenant David NATHAN BUNCE MorGan, R.N.V.R., 
and his name appears in the Admiralty list of five officers who 
are “ Missing, Believed Killed.” Dr. Morgan lived in London, 
and took the M.R.C.S., L.R.C.P. in 1938, 


DEATHS IN THE SERVICES 


Two young naval medical officers were killed in a motor 
accident near Capetown on March 24. Surgeon Lieutenant- 
Commander GEORGE ARTHUR Lawson, R.N., graduated M.B.. 
h.B. at the University of Edinburgh in 1932, entered the 
Royal Navy as surgeon lieutenant on November 22, 1932, and 
had recently received his first step in rank. Surgeon Lieu- 
tenant PHILIP GEOFFREY STAINTON, R.N., was the elder son of 
Mr. Philip Stainton of Blackheath. He took the M.R.C.S.. 
L.R.C.P. in 1933, and entered the Royal Navy on January 8, 
1936. He was 31 years old. 


Obituary 











A. N. COX, M.D., M.R.C.P. 


Dr. Arthur Neville Cox, whose death at Brighton on 
April 9 we regret to record, received his medical educa- 
tion at Guy’s Hospital. After a distinguished career as a 
student, during which he obtained a junior science scholar- 
ship, and the Golding-Bird gold medal and scholarship in 
bacteriology, he took his M.B., B.S.Lond. in 1910, later 
becoming M.D. and M.R.C.P. At Guy’s he was house- 
surgeon and obstetric resident, and for some time edited 
the Guy’s Hospital Gazette. Leaving Guy’s with the 
intention of entering the then newly formed tuberculosis 
service, he held the post of house-physician at the Bromp- 
ton Hospital, and was afterwards appointed tuberculosis 
officer for Brighton, a post in which he remained for the 
rest of his life. Bringing to his work an ability and a 
keenness well above average, Neville Cox was generally 
recognized as one of the best tuberculosis officers in the 
country, and his opinion and advice were greatly valued 
by his fellow practitioners. During the war he served 
as a temporary captain R.A.M.C., and afterwards was 
an active member of the Tuberculosis Society, and of the 
Brighton and Sussex Medico-Chirurgical Society, of which 
he was an excellent president in 1933 and 1934. Always 
interested in his special branch, he had visited Swiss and 
Canadian sanatoria, and he contributed to the medical 
journals on the subject of tuberculosis. 

A life-long asthmatic, Neville Cox was greatly handi- 
capped by much ill-health, but his unfailing sense of 
humour and the happiness which he had in his family 
enabled him to maintain an optimistic outlook which was 
the admiration of his friends. His remark to the writer, 
during a particularly wet week-end at Brighton, that 
‘“even the weather is largely what you make it,” summed 
up his philosophy of life, and he contrived to make of 
it a happy affair, both for himself and for those around 
him. His favourite hobby was the carving and playing 
of reed flutes, and even during his last illness he usually 
had one tucked under his pillow. To enjoy Neville 
Cox’s friendship was a great privilege. His dry wit, his 
wide reading, and his unfailing appreciation of others 
made him a charming companion, and he will be greatly 
missed by a large circle of friends. He leaves a widow, 
three sons, and a daughter, whose sorrow will be lightened 
by the love he bore them. 





J. D. C. WHITE, M.D. 
John Douglas Campbell White, who died very suddenly of 
cerebral haemorrhage at his house in Harrow on March 
25, was born in Scotland but had lived all his life in 
England. A brilliant career at Charterhouse preceded five 
years at Trinity College, Cambridge, during which time he 
collected notable awards, including first-classes in both 
the Classical and the Theological Tripos. From Cam- 
bridge he went to the London Hospital, qualifying in 1904 
and taking the Cambridge M.D. the following year. At 
the London he served as house-physician to Dr. Francis 
Warner and Dr. (now Lord) Dawson. He never went into 
practice, but took up research work at the Lister Institute, 
which gave him freedom for many sociological and civic 
interests. He was an active member of the British Social 
Hygiene Council, and did much committee work and 
lecturing under its auspices. In 1911 he published 
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Venereal Disease: Its Present and Future, which was 
followed in 1919 by Conspectus of Legislation on Venereal 
Disease. This led to lectures to troops in all parts of the 
country during the last war, and, finally, to Dr. White's 
being sent at General Harrington’s request to conduct an 
anti-venereal campaign among our forces in ‘Contanti- 
nople. This was in 1922; eight years later he was 
appointed to the special committee of inquiry in Malay 
and Singapore. In 1936 he brought out a book entitled 
Modern Light on Sex and Marriage. During the last war 
he had served as captain R.A.M.C., and later as D.C.M.S., 
Ministry of National Service. Though he was never 
ordained, he took a strong interest in Church matters. 
From 1923 to 1930 he was chairman of the council of the 
Modern Churchmen’s Union, and in 1913 he published a 
notable work on Forgiveness and Suffering. 

But White’s energy and zeal were not satisfied by all 
these forms of service. For eleven years he was a member 
of the Harrow Urban District Council, and during two of 
these acted as chairman. He served on the committee of 
the Harrow Hospital, and in 1923 was elected chairman 
of the council of the Tavistock Clinic, an office in which 
he was succeeded by Sir Henry Brackenbury. In 1914 he 
joined a friend in an aeroplane factory, which produced 
a flying boat that was taken over and used by the 
Admiralty at the beginning of the war. As the heir of 
his uncle, Lord Overtoun, he inherited the estate of 
Overtoun, which overlooks Dumbarton. His numerous 
active interests prevented him from retreating there to a 
life of leisure as many another man would have done, and 
only last year he handed the property over to the town of 
Dumbarton for public use in perpetuity. 

Douglas White served his day and generation with an 
open hand: His experience, his erudition, his industry, his 
wealth, and, above all, his balanced common sense, were 
there to be commanded by good causes or by the most 
humbie acquaintance. Circumstances made it possible for 
him to do the unpaid jobs; training made him compe- 
tent to look on sociological problems from both the ethical 
and the physiological viewpoints; and he was endowed 
with vision and shrewd judgment. Yet with all these it 
may be asked how many of his colleagues would have 
chosen so strenuous a life in preference to the ofium cum 
dignitate that was open to him from his youth. In 1898 
he married Lucy Agnes McClure, who survives him, as 
also their only son, at present serving with the R.A.F. in 
France. 


JAMES ROBERTS, M.C.P. ano S. 


We announce with regret the death in his sixty-fourth 
year of Dr. James Roberts, medical officer of health for 
Hamilton, Ontario. Dr. Roberts graduated at McGill 
University in 1900, and after only a few years of practice 
was appointed medical officer of health for Hamilton in 
1905, a position he held until his death. He had a dis- 
tinguished career in the last war, seeing active service in 
Salonika with No. 3 Canadian Stationary Hospital, 
R.C.A.M.C. . He was invalided home with dysentery, 
which marred his health permanently, and retired from 
the Army with the rank of major. But it was for his 
work in reducing to zero an appallingly high diphtheria 
mortality’ among the children of Hamilton that he will 
always be remembered, a work which has earned for him 
a well-merited place among Canada’s most outstanding 
public health officers. A colleague writes: A quiet, 
unassuming personality, guided by a logical, scientific 
mind, Roberts was the first medical officer of health 
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whose practice mastered diphtheria and stamped it out of 
his domain. He was interested in all infections, and in a 
talk in his office before the last war he concluded that 
poliomyelitis, at that time epidemic, and diphtheria, en- 
demic, in Hamilton could only be really controlled when 
some system of protection of young children could be 
devised. When he became medical officer in 1905 the 
fear of diphtheria was in every growing family. The 
mortality from this disease in five-year periods from his 
appointment was 24, 18, 21 per 100,000 living. After he 
returned from his war service in the years 1918 to 1922 
he found the rate had risen to 26. In 1922 an immuniza- 
tion campaign was started. Aimost at once the search for 
carriers could be abandoned. Every possible means of 
popular appeal was used. In five years the mortality was 
halved, and by 1927 the diphtheria hospital of forty beds 
was closed. An appeal, shown in shop windows, was the 
“ Little graveyards of diphtheria,” each marked on a 
model with a small white wooden cross, from the year 
1920 with forty-four little graves to 1930 with two, and 
1931 with none. Popular sympathy was caught, and spot 
maps marked the diminishing numbers of notifications. 
The five-years mortality fell to 0.85 per 100,000. In 
1922 in a population of 110,000 there were 747 notifica- 
tions and thirty-two deaths ; by 1932 as the result of the 
immunization of infants and young children there were 
five notifications and no deaths in a population of nearly 
150,000. Since then there have been no deaths from 
diphtheria in Hamilton. Dr. Roberts was an example of 
what the M.O.H. should be as an independent guardian 
of the public health. His accomplishment in the control 
of diphtheria was characteristic of his work, and is of 
particular interest in this country, where the rate of inci- 
dence of this disease in recent years has been about the 
same as it was in the first five years of the century. 


G. E. WAUGH, F.R.CS. 
O. L. A. writes: 

In Mr. Higgins’. admirable and appreciative notice of 
Mr. Waugh he omitted to mention his first and by no 
means his least valuable service to Great Ormond Street. 
Shortly after his appointment as resident medical superinten- 
dent he reorganized the entire surgical technique of the 
hospital, introducing sterilized dressings in drums for the 
theatre and wards with a sterilizer for instruments in each 
ward. Under his care and direction the theatre technique 
rapidly became second to none of the London hospitals. So 
appreciative of his value were the medical staff and Board of 
Management that at the end of his term as resident medical 
superintendent a special post was made for him, and he was 
given the task of reorganizing the out-patient department, 
a job which, needless to say, he carried out with the greatest 
success. 

I first met Waugh when he came to University College from 
Cambridge, and immediately fell under his spell, and a friend- 
ship began which lasted till the end. As a student and 
resident he was admired and loved by all, his quick wit and 
sparkling vitality making him the life and centre of any party 
he might happen to be in. For nearly three years after he 
began practice he and I lived together, and I realized as no 
one else was able to do his gradually increasing struggle 
with ill-health in addition to his deafness. Few of his friends 
remember that during his term as resident at Great Ormond 
Street he was operated on when desperately ill from appen- 
dicitis, and again some few years later he was operated on 
at Leeds, where he nearly lost his life. In spite of all his 
disabilities and ill-health no one ever heard him grumble or 


complain, and even during the last few years, when in addition — 


he was nearly blind, he could still charm in his old inimitable 
way. A wonderful man and a loyal friend. 
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Medical Notes in Parliament 





—— —— Soars 
—— 


Notification Fee for Measles and Whooping-cough 


Mr. GROVES inquired on April 4 whether the decision to 
pay a smaller fee for notifications of measles and whooping- 
cough than the fee normally paid for notifications of other 
diseases Was come to after consulting any body representative 
of the medical profession, and whether it was agreed to by 
any such body. Dr. ELtiot answered that he had consulted 
the British Medical Association, who represented that the fee 
should be 2s. 6d. In fixing the fee at Is. he had in mind 
the large number of notifications likely to be involved and 
the necessity for avoiding undue increases of public expen- 
diture. 

Conscription 

Dr. ELtiot, replying to Mr. Groves on April 9, said that 
arrangements had been announced that day under which 
medical practitioners registered -with their age groups under 
the National Service (Armed Forces) Act would be liable to 
serve with the Forces as medical officers. Individual prac- 
tiioners would be selected for the various areas through the 
machinery of the Central Medical War Committee and its 
local committees, with the object of avoiding the dislocation 
of civilian medical services or a shortage of doctors in the 
event of an air raid. 


Medical Volunteers 


Miss HORSBRUGH, replying to Mr. Liddall on April 9, said 
that of the 45,000 registered medical practitioners in Great 
Britain and Northern Ireland, 3,001 had voluntarily joined 
the Forces as medical officers, in addition to those called up 
by virtue of their obligations as Territorial or Reserve 
officers. The officers of the Department were in consultation 
with those of the Service Departments with the object of 
securing a fair distribution of the available doctors between 
the Forces and the emergency and other civilian services. 


Exemption of Medical Students 


On April 9 Mr. Groves asked the Minister of Labour 
whether he was aware that men registered as medical students 
before September 3, 1939, to be exempt from military service 
must have passed their first professional examination and 
completed two years of study in anatomy and physiology ; 
and whether he would consider exempting from military 
service all men registered as medical students before Septem- 
ber 3, 1939, while they were satisfactorily pursuing their 
studies. Mr. ERNEST BROWN said that after consultation with 
the Minister of Health and the Secretary of State for Scot- 
land and with representatives of the medical teaching bodies, 
it was decided that medical, students who had passed their 
first professional examination and had completed two terms 
(not years, as suggested in the question) of study in anatomy 
and physiology should be reserved under the schedule of 
reserved occupations. This arrangement secured adequate 
reservation of medical students at the present time, and he 
saw no reason for any change of the kind suggested’ by Mr. 
Groves. 


Alien Doctors and Service with the Forces 


Mr. Groves asked the Minister of Health on April 9 if 
he would state the policy of the Central Medical War Com- 
mittee in regard to alien doctors ; and if, as it was apparently 
contemplated to call up compulsorily medical practitioners for 
professional services in connexion with the armed Forces, it 
was also intended to call up enemy alien medical men resident 
here, whether as refugees or otherwise, and thus preserve 
the practices of British doctors who were or would be serving 
in a professional capacity with the armed Forces. Dr. ELLIoT 
replied that the policy of the committee was governed entirely 
by the law affecting the right of alien doctors to practise in 
this country. Answering the latter part of the question, he 
pointed out that the National Service (Armed Forces) Act only 
applied to British subjects. 


The Case of House Officers at Wolverhampton 


Sir Ropert Birp asked on April 10 whether Dr. Elliot was 
aware that eleven house-physicians and house-surgeons of the 
Royal Hospital, Wolverhampton, were recruited on Septem- 
ber | last into the Emergency Medical Service, and were 
informed that they would be retained in their then posts in 
the hospital for a period of three months from that date, 
and that one month later their appointments were cancelled 
without payment of salary. He asked that the same three 
months’ salary should be paid to these eleven doctors as had 
been paid to all house officers recruited under the same class 
whose appointments had been cancelled under like circum- 
stances. Miss HorSBRUGH replied that these practitioners were 
enrolled in the Emergency Medical Service last September on 
a three-months contract involving liability to be called up for 
service in the first instance at the Royal Hospital, Wolver- 
hampton. No occasion arose for calling them up and their 
contracts accordingly lapsed without any question of remunera- 
tion. She was unable to agree that these officers received 
different treatment from others in comparable circumstances. 

Mr. MANDeR said the point that there was no need to call 
up these officers was a technicality. Was it proposed to deprive 
these officers, because they failed to fill in a certain form, of 
pay which was going to all their colleagues? 

Miss HorSBRUGH said the case was not one of failing to 
fill in a form, nor was it a technicality. Certain officers in 
Walsall who were called up were liable to be sent to any 
part of the country where their services were required. Those 
who were not called up, but were merely enrolled, remained 
in their hospitals doing the same work as they were doing 
before. Officers had been called up only when it was neces- 
sary to utilize their services. 

Answering a further question on the same subject by Mr. 
Hannah on April 11. Dr. ELior said he could find no evidence 
that his regional officer promised payment to the doctors 
concerned. The only undertaking given was to receive claims 
for consideration. 


Chairmen of Medical Boards——Dr. ELLioT, in answer to 
Mr. Groves on April 9, said that chairmen of medical boards 
fag, the examination of recruits were appointed by the Minis- 
ter of Labour from recommendations which he [the Minister 
of Health] made to him after consideration by his medical 
officers of the names of all practitioners, over 4,000 in 
number, offering their services for this work through the 
Central Emergency Committee of the British Medical Associa- 
tion (as it then was). The considerations governing the selec- 
tion were age, qualifications, previous experience in similar 
work, standing in the profession, and availability for this 
work. He had no knowledge whether any of the medical 
practitioners concerned were members of any particular 
association. 


Daily Cost of A.R.P.—Sir JOHN SIMON gives £300,000 as the 
current daily rate of expenditure on air raid precautions, including 
the cost of first-aid services. This does not include the cost of 
emergency hospital accommodation and staff and ambulance 
services, including trains run in connexion with these services, the 
current daily rate of expenditure on which is some £73,000. 


Notes in Brief 


Sir John Anderson has been asked by the Cremation Society 
and by twenty-four local authorities to exercise his powers to 
make possible the cremation of those persons killed in air raids 
who had expressed their desire for cremation at death. He is in 
consultation with other Departments as to the means of meeting 
the point raised. 


Returns of the numbers of school children in respect of whom 
billeting allowances are payable show that the numbers in the 
reception areas were: December, 434,000; January, 393,000; 
February, 365,000; March, 347,000. Mothers remaining in the 
reception areas in January numbered 19,500. 


Of thirty-one camps built by the National Camps Corporation, 
Limited, six are now occupied and nine more will be occupied 
before the end of April. Whether further camps should be built 
will come under review in due course. 
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Medical News 





Mr. Morris Datnow will deliver the third William Blair-Bell 
Memorial Lecture, entitled “ Blair-Bell—His Contributions to 
Science, with Special References to Cancer Research,” before 
the Royal College of Obstetricians and Gynaecologists (52, 
Queen Anne Street, W.) on Saturday, April 27, at 3 p.m. It 
is hoped that as many Fellows and Members as possible will 
attend. Registered medical practitioners not members of the 
College will also be welcomed. 


Dr. Bethel Solomons will deliver his presidential address on 
“Conservatism in Obstetrics and Gynaecology” before the 
London Jewish Hospital Medical Society at the Jewish Com- 
munal Centre, Upper Woburn Place, W.C., on Sunday, April 
21, at 3 p.m. Members of the medical profession are invited 
to attend. 


The one hundred and fourth annual general meeting of 
the Royal Medical Benevolent Fund will be held at the 
Royal Society of Medicine (1, Wimpole Street, W.) on Monday, 
April 22, at 4.30 p.m., with the president, Sir Thomas Barlow, 
in the chair. 


The annual meeting of the Westminster Hospital Ladies’ 
Association will be held in the Medical School on Wednes- 
day. April 24, at 3.30 p.m., when Sir Bernard Docker, chair- 
man of the hospital, will speak on * The Work of the Hos- 
pital in Wartime.”” 

A meeting of the Nutrition Panel (Food Group) of the 
Society of Chemical Industry will be held at 2.30 p.m. on 
April 24, in the hall of the Institution of Civil Engineers, Great 
George Street, S.W.1, when Lord Iveagh will be in the chair. 
“The Egg as Food ™ is the subject for discussion, in which Dr. 
Joseph Needham, Dr. Ethel M. Cruikshank, Dr. S. K. Kon, 
Dr. R. B. Haines, and Miss Mary Andross will take part. 
Non-members of the Society may secure invitations on appli- 
cation to the general secretary at Clifton House, Euston 
Road, N.W.1. 

A meeting of the Medical Society for the Study of Venereal 
Diseases will be held at 11, Chandos Street, W., on Saturday, 
April 27, at 2.30 p.m., when there will be a discussion on 
“ Trichomonas vaginalis Infestation.” The speakers will be 
Colonel W. Glen Liston (Protozoology) and Dr. P. A. 
Clements (Clinical Aspects). 


A joint meeting of the Royal Sanitary Institute, the York- 
shire Branch of the Society of Medical Officers of Health, 
and the North-Eastern Centre of the Sanitary Inspectors 
Association will be held at Leeds City Museum on Saturday, 
April 27, at 10 a.m., when a discussion on “The Garchey 
System of Refuse Disposal” will be opened by Professor J. 
Johnstone Jervis, and Mr. R. A. H. Livett will introduce the 
subject of “ Modern Flat Building.” 


A meeting of the Medico-Legal Society will be held at 
26, Portland Place, W., on Thursday, April 25, at 5 p.m., when 
Mr. C. E. A. Bedwell will read a paper on “ The Custody and 
Preservation of Patients’ Records.” 


The Ministry of Food announces that a series of lectures 
under the general title of “The Nation’s Larder” will be 
given at the Royal Institution, 21, Albemarle Street, W., on 
Tuesdays at 5.15 p.m. from April 23 to June 4, both dates 
inclusive. Details will be published in the diary column of 
the Supplement week by week. 


The National Hospital for Nervous Diseases (Queen Square, 
W.C.) announces that, beginning on Monday, April 29, out- 
patient clinics for medical men will begin at 1.30 p.m., owing 
to the out-patient time being changed from the mornings to 
the afternoons as from the above date. 

Dr. T. H. Sanderson-Wells has accepted the chairmanship 
of the Food Education Society in succession to the late Dr. 
Harry Campbell. Lord Horder, Sir Albert Howard, Dame 


Louise Mcllroy, and Captain G. S. Elliston, M.P., have been 
elected vice-presidents. 





—__ 


On April 10 Temporary Surgeon Lieutenant Arthur P, B 
Waind, R.N.V.R., of H.M.S. Hardy, was seriously wounded 
in the action off Narvik. Dr. Waind’s home is at York, and 
he qualified M.B., Ch.B. of the University of Leeds in 193g 
He is a member of the British Medical Association, which he 
joined in February, 1939. 


Five £60 scholarships to Port Regis Preparatory School are 
being offered by Sir Milsom Rees to sons of medical practi- 
tioners. Candidates must be under 9 years of age on June 11, 
1940, the date of the examination. Reduced fees are offered 
to prospective candidates who enter the school in May. Appli- 
cations should be made to the Headmaster, Port Regis School, 
Broadstairs, Kent. 


The Senate of the University of London at their meeting 
on March 20 agreed that the Tavistock Clinic be approved 
for a period of five years as an institution at which teachers 
may be recognized for the instruction of students pursuing 
courses of advanced study and research. Under present con- 
ditions the relevant courses taken by internal students of 
the University are postgraduate courses for the higher degrees 
and the course for the academic postgraduate diploma in 
psychology. The clinic continues its regular course of post- 
graduate medical instruction. 

Dr. Mocquot, vice-president for 1939, has been elected 


president of the Académie de Chirurgie of Paris for 1940, and 
Dr. Mathieu vice-president. 


Owing to the war the International Union against Tuber- 
culosis has decided to adjourn competitions for six fellow- 
ships at the Carlo Forlanini Institute. 


Sir Buckston Browne was 90 years of age on April 13. 





— ~ = = = — = 


Universities and Colleges 





UNIVERSITY OF LONDON 
LONDON HospiTaAL MEDICAL COLLEGE 


The subject of the Liddle Triennial Prize for 1941-2 (value 
£120) is the clinical manifestations of disorders of the pituitary 
gland. Essays should be addressed to the Dean of the London 
Hospital Medical College, Turner Street, London, E.1, and 
must reach him by March 31, 1942. 


UNIVERSITY OF ABERDEEN 


On April 4 the honorary degree of LL.D. was conferred on 
Sir Wilson Jameson, dean and director of the Division of 
Public Health of the London School of Hygiene and Tropical 
Medicine. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


A quarterly meeting of the Council was held on April 11, with 
the President, Mr. Hugh Lett, in the chair. 

The John Hunter Medal and Triennial Prize were presented 
to Colonel L. E. H. Whitby, M.D., M.R.C.S. 

The Jacksonian Prize for 1939 was awarded to Mr. F. F. 
Rundle, F.R.C.S., for his essay on “The Pathology and 
Treatment of Thyrotoxicosis,” and a Certificate of Honourable 
Mention was awarded to Mr. N. M. Harry, F.R.CS., of 
Melbourne, for his essay on the same subject. “Injuries to 
Peripheral Nerves, with Especial Reference to the Late After- 
results,” was approved as the subject for the Jacksonian Prize 
for 1941. 

Sir Percival Thomas Nicholls and Sir Richard Arthur 
Weedham were elected Fellows under the Charter which 
permits the Council to elect annually to the Fellowship, 
without examination, two Members of the College of twenty 
years’ standing. 

A diploma of Membership was granted to F. V. A. Bosc of 
University College Hospital. 

Diplomas in Child Health were granted, jointly with the 
Royal College of Physicians of London, to the following 
twenty-one candidates: 

Mary R. Anderson, H. Ange!man, J.°B. Atkins, J. L. Bates, 


F. Besser, V. L. Collins, G. Comay, Janet F. Cormick, C. F. 
Cumings, Marjorie B. Curties, E. W. Dunkley, Joan I. Franklin- 
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Adams, Esther Hendry, F. P. Hudson, Elizabeth Jacobs, D. de*la C. 
MacCarthy, B. Roditi, A. W. Uloth, P. C. S. Unwin, Freny P. 
Wadia, Ailsa M. L. Whitehouse. 

Professor R. J. S. McDowall will deliver a lecture on 
“The Circulation in Relation to Shock” in the Theatre of 
the College in Lincoln’s Inn Fields on Thursday, May 2, at 
4pm. The lecture will be open to medical practitioners and 
advanced students. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GY NAECOLOGISTS 


The following candidates have been awarded the diploma of 
the College: 


§. K. Christie, Annie M. Dawson, Bessie Dodd, A. G. Edwards, 
K. A. Evans, J. Griffith, A. Herstein, Mary Kane, B. G. Kearon, 
Flizabeth G. Keith, E. J. Lace, A. M. Lester, D. Malloch, 
Mabel A. Masih, Elizabeth V. Newlands, Marjorie A. Powys, 
D. A. F. Shaw, J. R. Sides, C. J. Stewart, Violet E. A. Sykes, 
Mary R. Thompson, Agnes E. Towers, J. P. Watson, Eluned 
Woodford-Williams, Elizabeth M. Wright. 
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EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


With the exception of pneumonia (primary and _ influenzal) 
the incidence of the principal infectious diseases has increased 
in England and Wales compared with last week, in which 
low levels were reached. The incidence of the enteric fevers 
rose in England and Wales by | case; of the fifteen adminis- 
trative areas which recorded cases, only in four were there 
more than 2 cases—namely: Lancasier 6 (Liverpool 1, Man- 
chester 1, Salford 1, Tyldesley U.D. 1, Walton-le-Dale U.D. 1, 
Preston R.D, 1); Chester 4 (Wallasey C.B. 1, Bebington 
M.B. 1, Macclesfield M.B. 1, Tarvin R.D. 1); Yorks West 
Riding 4 (Barnsley 2, Sheffield and Wakefield 1 each); 
Derby 3 (Derby C.B. 2, Long Eaton U.D. 1). In Scotland 
notifications dropped from 189 to 89. Of these, 8 were due to 
typhoid fever, compared with 14 in the previous week: 4 in 
Fife county. | each in the counties of Dumbarton and Selkirk, 
and 2 in Glasgow. Of the paratyphoid fever notifications 18 
were in the county of Lanark, and 51 in Glasgow and | in 
Hamilton. both in the county ; 2 in Renfrew county, 3 in the 
burgh of Paisley, and 2 in Greenock. Midlothian county and 
Edinburgh reported 1 each, and there was 1 case of para- 
typhoid A fever in Dumbarton county. 

The increased prevalence of cerebrospinal fever is dis- 
appointing after a steady fall in the course of the three weeks 
immediately preceding. In London and in Scotland there 
were appreciable decreases, but in Northern Ireland and Eire 
slight increases were recorded. In England and Wales fifty- 
one administrative areas were affected compared with fifty in 
the previous week, and in nine counties more than 20 cases 
were recorded—namely: Lancaster 47 (Liverpool 8, Man- 
chester 14. Salford 5); London 34 (Wandsworth 7, Camber- 
Well and Lambeth 3 each, Hammersmith 2): Glamorgan 33 
(Cardiff 5, Swansea 4, Rhondda U.D, 5, Penybont R.D. 4, 
Pontardawe R.D. 3): Yorks West Riding 31 (Leeds 8, Sheffield 
7, Halifax 5); Kent 26 (Margate 4, Canterbury 3, Broadstairs 
and St. Feter’s U.D. 3): Warwick 25 (Birmingham 16, 
Coventry 7); Essex 24 (Hornchurch U.D. 4, West Ham C.B. 3, 
Colchester 3): Durham 22 (Sunderland 7, West Hartlepool 4) ; 
Southampton 22 (Southampton 7, Bournemouth 4). In Scot- 
land twenty-nine areas (fifteen counties and fourteen burghs) 
were affected, compared with thirty-one in the previous week. 
Among counties the following reported more than 2 cases: 
Ayr 7, Dumfries 4, Aberdeen, Angus, Banff, Fife, and Lanark 
3 each; and among burghs, Glasgow 16 (2), Edinburgh 14 (1), 
Dumfries and Maxwelltown 6, Dundee 5, Aberdeen 4, Mother- 
Well and Wishaw 3. Both Dunfermline and Falkirk burghs 
each recorded 1 death. 


_Among European countries, in March there was no abnormal 
mse in the Scandinavian countries, Belgium, or Holland, while 
the epidemic in Germany was arrested, as in this country. 
The disease continued to advance in Hungary, Switzerland, 
and Yugoslavia during the second fortnight, especially in the 
last-named country. 


No. 13 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended March 30, 1940. 

Figures of Principal Notifiable Diseases for the week and those for the 
corresponding week last year, for: (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e€) The 10 principal towns 
in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 































































































Relapsing fever 
Deaths 


1940 1939 (Corresponding Week) 
Disease ——| ——— | og Ee PI ——| 
(a) | (6) | ©) | @)| ©] @ | b) | ©} @|) & 
Cerebrospinal fever.. 521 34] 95 4; 10 38 | 6 5 3; — 
Deaths = ne 7 5 , Sap Se 
Diphtheria ..  .. | 705} 26) 248] 41] 37] 922| 88|224| 54| 18 
lt oo oe 22} —| 6] 2] — 
Dysentery.. ..| 33] —| 46 —i 22 5| 36 | ~ 
Deaths ee ae | 2}; —-| — 1; — | a 
Encephalitis lethargica, | 
acute ie 7 _— —_ —|— j;— 
Deaths 1 1 1} — | 
Enteric (typhoid and | 
paratyphoid) fever 30 2} 89 6 2 12 1 6 | es 
Deaths : ap — — 2 1 — _ —| —| - 
Erysipelas 70| 6] 9 61 | 3} 2 
Deaths os 1 hh 
Infective enteritis or 
diarrhoea under 2 | | 
years 3 oe | 
Deaths as eis 37 5 fi 7| 14 50 14; 8] 3) 1 
SE Ee ee ee — a ae SS ee eee Ee _ 
Measles* .. —... [4,750] 53 36| | 205 | 31 | 184] 7 
Deaths ee ae 3 — 2 P= 5; — = - 
Ophthalmia neona- | | | | 
torum ws ee 84 | 9) 23 2} 100) 14] 38) 1 
Deaths | | 
Pneumonia, influenzal* 11,195 58 | 52 | 15 81,175) 118) 16 7] 11 
Deaths (from | | 
influenza) ie 114 6 10} 8 ap 333 3Zi° S ] I 
Pneumonia, primary.. 29 15 | 163 10 
Deathsi.. ie 42 | | 16| 23 | 2] 3} 9 
Polio-encephalitis, | | | | 
acute ee ae A 3 1 | _ 
Deaths | Lo =H 
Poliomyelitis, acute .. | 7 | a = 2} —|] 1 
Deaths | | 1} —| = 
Puerperal fever | 7 | a Th PE A 5| 5} 12 
Deaths | ed | | } —| 
Puerperal pyrexia | 150 9} 17] | —] 152 fe {: 21 4 
Deaths ar vg | | 


! 
| 
| 
! 
| 


Scarlet fever .. 
Deaths 





Small-pox or cou) = } — 
Deaths re oe a 


Typhus fever .. tat <p = : Bed 











Deaths yy Nee! -| - - 
_ ee Eee ——ESESE = 
Whooping-cough* .. | 452 7} 43} a = 322 | 502 | 47 
Deaths - ceaulh 2) ; 2) —} 1 16! 2! 10) 3 2 
Deaths (0-1 year) See 472 59; 78; 32; 42] 398; 59| 69; 25; 18 
Infant mortality rate } | 
(per 1,000 live | 
births) .. x 62 50 | ‘ 


Deaths (excluding still- 





| | | 
births) .. .. 15,657] 879 | 747 | 246 | 202]5,770 |1,180 | 637 | 207 128 
Annual death rate | | | 
(per 1,000 per- 
sons living) .. j14.1 116.4 197.7) 14.2) 15.0)12.9 }13.9 11.2 
Live births... 5,833 | 863 | 960 | 343 | 23315,957 1,039 | 983 393 225 


Annual rate per 1,000 


persons living. . 19.4 122.9 |20.5] 14.6] 13.2) 19.9'26.4 19.8 





Stillbirths =... | 274| 31) 48] 266, 43) 48 
Rate per 1,000 total | 
births (including | | 

stillborn) | 48} | 43 40 














* Made notifiable generally on November 1, 1939. 

+ Includes primary form in figures for England and Wales, London 
(administrative county), and Northern Ireland. 

t Since January 1, 1940, figures for London (b) have been for deaths from all 
forms of pneumonia ; the corresponding figures for 1939 relate to deaths from 
lobar pneumonia only. 
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Letters, Notes, and Answers 








All communications in regard to editorial business should be 
addressed to THE Epitor, BritisH Mepicat JourNaL, B.M.A, 
House, TavisToOcK SQuare, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles -published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIl communications should be addressed 
to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TELEPHONE Number of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Eineann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Examination for Occult Blood 


Dr. R. M. Russet (Biackrock, Co. Dublin) writes: Is it possib!e 
the examination for occult blood of a sample of faeces taken 
from a very small action of the bowels might not be as trust- 
worthy as the examination of a sample taken from a _ large 
action? Is one examination which proves negative sufficient, or 
should another examination be made? 


Yawning after Gall-bladder Operation 


Dr. S. Jacosp (Chiswick) writes: I have a patient with gall-stones 
‘ (cholecystitis). She has been operated upon and she has had 
several calculi removed. However, there is continuous functional 
yawning. I have tried smelling salts, etc., to no avail. Can you 
advise anything? 


Cramp in Legs 


Dr. DouGias A. MitcHett (Bath) writes: In reply to the short 
note by *“ Corvus ” (April 13, p. 644) on cramp in the legs, the 
matter has interested me for very many years. I was originally 
told by a very senior general practitioner that he had had no 
difficulty at all with persistent cramp in the legs at night time 
since someone had suggested to him the simple method of putting 
about a dozen corks into a muslin bag and placing them at the 
bottom of the bed inside the clothes. This may sound like 
“ black magic,” but having seen instantaneous cure of this 
troublesome condition in some hundreds of cases, with $Scarcely 
a failure, I am convinced there is a much more logical explana- 
tion. I believe the reason for its success is that it dries the 
atmosphere inside the bedclothes, and that it is the damp in the 
atmosphere which precipitates the attack of cramp. It is well 
known that our grandfathers and grandmothers used cork garters 
to prevent cramp. We also commonly use granulated cork in 
ships to prevent the sweating of decks and bulkheads, and 
1 believe that it is this absorption of moisture which accounts 
for the extraordinary success of the method. I have been laughed 
at for many years by both doctors and patients for suggesting 
this outré treatment, but I can say, without exaggeration, that 
I have known hundreds of patients who would not dare to go 
to bed without their corks. The essential point of the muslin 
bag through which the cork can exert its hygroscopic action is 
obvious. 


Reading without Arms 


Dr. CuHas P. Woopstock (Bournemouth) writes: If ‘ X.Y.Z.” 
(March 30, p. 558) will communicate with my patient Captain 
Brough, 27, Richmond Wood Road, Bournemouth, who lost both 
arms in the last war, he may get some useful information. 





a , 


Income Tax 
Source of Loans 


‘** A.B.C.”” borrowed some money from relations free of interey 
and his balance sheet shows these amounts lumped together under 
the heading of ‘“* Loan Account.’ The inspector of taxes is asking 
for a disclosure of the names and addresses of the lenders, 


*" We cannot see that the information is relevant to the 
computation of ‘ A.B.C.’s ” liability. We suggest that he as 
the inspector whether the request is based on any doubt as tg 
whether the money in question has in fact been borrowed; jf 
that is the reason and the inspector is not prepared to accep 
his statement on the point he would presumably be given ap 
opportunity of appearing before the Commissioners (preferably 
the * Special Commissioners ™) for their decision on the point, — 

Expenses of General Practice 
* T. E. W.” purchased a country practice ten months ago; he 
inquires what expenses he should deduct. 

*,° Circumstances vary so much that it is rather difficult to 
give precise guidance Broadly, however, expenses fall under 
two heads: (a) those relating solely to the practice, and (b) those 
that are incurred for joint professional and private reasons, 
Under (a) fall such expenses as maintenance, but not improve. 
ment, of drugs, books of reference, instruments, locumtenent, 
and upkeep, including depreciation of motor car, though usually 
some small percentage of this expense is disallowed as arising 
out of private use. Under (b) fall such expenses as rent and 
rates, heating and lighting and repair of the premises, cost of 
any staff employed in looking after the consulting-room, etc, 
telephone, stationery, and so on. With this kind of expense the 
total outlay for the year should be calculated for each item, and 
a reasonable proportion taken in each case. For rent, ‘rates, 
heating, and lighting, for instance, one-half is frequently allowed, 
the telephone ratio would often be higher, and the ratio for 
cost of domestic staff would vary with the number kept and the 
number and extent of the private and professional use respec: 
tively. 


LETTERS, NOTES, ETC. 


Removal of Plaster Casts 

Dr. A. R. NELIGAN (Droitwich) writes: The difficulty of removing 
plaster casts with shears without hurting the patient, which Dr. 
R. G. Bickford (Journal, March 30, p. 539) and Lieutenant W. S. 
Braidwood (April 13, p. 635) describe, is a very real one when 
she (or he) has rheumatoid arthritis. I have got over it very 
well so far by including a rubber gutter in the plaster and pushing 
the male blade of the shears along in it. I shall certainly try 
their wire method, however. 


Education of the Father 


The mother, actual and prospective, has perhaps been rather over- 
whelmed in the past by advice from well-meaning quarters about 
how to feed and bring up her child. The father was politely 
ignored, as presumably of little consequence. This unjust and 
feminist state of affairs has now been remedied by the National 
Baby Welfare Council, which has issued a small pamphlet 
called Father and the Family, to be obtained on application to 
the Council at 29, Gordon Square, London, W.C.1. A lot of 
useful common-sense advice is given in the ten pages of this 
pamphlet, and fathers and their children should benefit from it. 
But however ignorant men of all classes may be about the 
subtler things of life, do they really need for guidance the 
rather juvenile A BC displayed in the middle pages? 


Back Numbers of the Journal Offered 


Dr. E. STANLEY ROBINSON (Stourport-on-Severn) writes: Having 
retired from medical practice I have still in my possession numbers 
of the Journal for the last few years. If any members wish to 
make up sets owing to missing numbers I shall be pleased to 
send them along if they are willing to pay carriage. And, as 
I intend to subscribe to the British Medical Association so long 
as I live, I shall be pleased to pass on the numbers to anyone 
who will pay postage. This offer holds good for a month, after 
which the lot will become waste paper. 


Thomas Splints Available 
The firm of F. H. Critchley, Ltd., of Liverpool write that they 
do not agree with the statement made by Mr. Gilbert Parker in 
his letter in the Journal of April 6 (p. 590) concerning difficulty 
in obtaining stocks of Thomas splints. They enclose a circulat 
letter, which they sent out shortly after war broke out, to inform 
all hospitals in England and Wales that they had and still hold 
large stocks of Thomas splints completely made up. 
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